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Owing to enemy action, we have had 
to vacate our premises in Bloomsbury 


our new Fitting Rooms at 


1, STANLEY HOUSE, 
103 MARYLEBONE HIGH STREET, 
LONDON, W.1. 
and we append a street plan, which 
we trust will prove useful to 
Practitioners and their patients. 


: The way to our 
New Premises in LONDON 


St., W.C.1._ We have now opened 


At these new Fitting Rooms the 
full SALTAIR SURGICAL SERVICE 

‘ will be available, as in the old 
London H.Q. Women Fitters will 
be in attendance daily, while Male 
Orthopaedic Mechanicians can be 
seen by appointment. Thus the 
House of Salt helps to ‘CARRY 
ON, LONDON!” | 


Practitioners who do 
not already possess 
a copy are invited 
to apply to us for 
SALT’S CORSET & 
BELT BOOK—a 
most valuable pub- 


lication. Sent free 
and post free. 


"BIRMINGHAM 2. 
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THE BACTERIOLOGICAL INVESTIGATION OF WOUNDS TREATED 
BY THE CLOSED-PLASTER METHOD 


JEAN ORR-EWING, B.M. J. C. SCOTT, M.S., F.R.C.S. 


AND 


A. D. GARDNER, D.M., F.R.C.S. 


Although the last war left us with a good general know- 
ledge of the bacterial flora of open wounds, the present 
increasing use of the closed-plaster method of treatment 
calls for more information about the special characters and 
changes of the flora under these peculiar conditions; and it 
is this type of information that we have aimed at obtaining. 


At the outset it was clear enough that completely covered 
wounds cannot be adequately investigated without devising 
some means of bacteriological access to the wound as often 
as desired; and our investigation therefore began with the 
invention of a transparent window, easy to open and to 
close again hermetically, which could be incorporated in the 
plaster casing of any limb. In this we had the advice and 
collaboration of Prof. Seddon and Messrs. Corry, Foley, and 
Elliot Smith. One of the results of the work has been the 
development of a type of window more satisfactory than the 
first one, which was found to have a bad effect on the 
surface of the wound directly under it; and we hope that 
our experience may be of use to other workers in this field. 


At the outset we expected a large ‘number of air-raid 
casualties to be available, but it has been our happy mis- 
fortune to have instead only a slow trickle of compound 
fractures and lacerations such as occur at all times in civil 
life, with one or two aerial wounds from the surrounding 
district. Nevertheless, frequent examinations of a few 
wounds have given some information not available by 
Tarer examinations of many. Up to the present we have 
made 73 complete analyses from the flora of 10 cases (often 
with two wounds), first at excision whenever possible, and 
then at short intervals after the application of the plaster. 
In the later stages examinations were made at plaster 
changes and usually, at less frequent intervals, between 
changes. Windows were not fitted to patients who were up 
and about. 


The subjects investigated all had injuries to the limbs 
received in road, aeroplane, or machinery accidents (8) or 
Shell-splinter and gunshot wounds (2). All but one had 
compound fractures. Five of the cases followed from the 
beginning were operated upon within eight hours of the 
accident, two at sixteen hours, one at forty-eight hours. 
Clinical notes are given towards the end of the paper. 


Methods 


Access to the Wound.—Various types of window have 
been tried. The ideal opening should fulfil the following 
conditions: (1) it must not admit extraneous bacteria to the 
Wound either at the time of opening or at intermediate 
Periods; (2) it must allow representative specimens of the 


wound flora to be obtained; (3) it must not interfere in 
any way with the treatment of the wound. To fulfil this 
last condition it was found by experience that free drainage 
must be allowed and that an even pressure on the tissues 
must be maintained: for example, if the under surface of 


15-2 SECTION 


PLAN 


Diagram of apparatus giving access to the wound surface (measurements 
in millimetres) 


the apparatus is not flush with that of the plaster, oedema 
occurs in the part of the wound immediately beneath the 
window. The most satisfactory apparatus so far devised 
(see diagram) consists of a small cylinder (internal diameter 
1.5 cm., height 1.5 cm.) mounted on a square plate (3.5 
cm.) bored with a central hole (diameter 1.5 cm.). A 
piston fits closely into the cylinder; its upper end is flanged 
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so as to cover the cylinder rim, and a rectangular handle 
is attached. The whole apparatus, which is made by 
Mr. S. W. Bush of the School of Pathology, Oxford, consists 
of ‘‘perspex,’’ the parts being cemented together with 
cement. (No doubt other plastic material 
The apparatus is sterilized by immersion 
in 10% formalin, washed in saline, and applied directly 
over a portion of the wound. Underlying gauze packing 
is, if wecessary, split just beneath the cylinder in order to 
give access to the tissues. Plaster is then applied as usual, 
the cylinder being surrounded but not covered. Samples 
are obtained by momentary removal of the piston and 
insertion of a swab. We have always scrubbed up and 
used sterile gloves, masks, and overalls while taking 
samples. These samples have proved to be representative 
ot the flora, provided that (1) direct access is obtained to 
the wound surface; (2) the apparatus lies over the most 
dependent part of the wound. In all respects the apparatus 
has proved quite satistactory. 


perspex’ 
could be used.) 


Bacteriological Methods 

Direct microscopical observation of the discharge was 
made at every examination, and was used both as a check 
ot the cultural methods and as a basis for a rough estimate 
of the absolute and relative richness of the flora. 

Cultivation.—In general the methods of isolation recom- 
mended in the Medical Research Council War Memorandum 
No. 2 have been followed: plating on blood agar incubated 
aerobically and anaerobically, and cultivation in Robinson’s 
cooked meat medium and in litmus milk. We have, how- 
ever, modified and extended the methods recommended for 
the detection and isolation of organisms in the presence 
ot Proteus. Samples are plated on two horse-blood agar 
plates containing 0.049% potassium tellurite and on one 
nutrient agar plate containing crystal violet (1/50,000). 
One tellurite plate is incubated anaerobically. On this 
plate haemolytic streptococci and Staph. aureus have been 
tound to develop satisfactorily, usually within twenty-four 
hours. Proteus is either completely inhibited or grows in 
discrete colonies. This is the lowest concentration of 
tellurite which we have found to prevent spreading growth 
with certainty. On one or two occasions it has been neces- 
sary to replate the picked coccal colonies on further tellurite 
medium, but the separation from Proteus has nearly always 
been complete at the first pick. Colonies of Str. pyogenes 
after twenty-four hours’ anaerobic incubation are small, 
black, and haemolytic; hence they are readily detected and 
picked off. In preparing the medium care should be taken 
to bring all the ingredients to a temperature of about 45° C. 
before mixing and pouring. Spontaneous haemolysis often 
takes place in medium mixed at a higher temperature. 

Diphtheroids, as is well known, develop, often in pure 
culture, on the aerobic tellurite plate. Some strains of 
Staph. aureus and very occasionally other micrococci may 
also appear, but we have usually been unable to isolate the 
non-pathogenic micrococci in the presence of Proteus. This 
organism is completely inhibited on the crystal-violet plate, 
on which Ps. pyocyanea grows well, as do some members of 
the genus Bacterium. 

Findings 

Presence of Pathogenic Organisms.—Toxigenic Cl. welchii 
(Type A toxin) was present in one case (No. III). It was 
first isolated at the fourth examination, which was made a 
few days after the first change of plaster. It was re-isolated 
on two occasions during the succeeding month. Four 
weeks later it had disappeared, and was not found again. 
The patient never at any time showed any clinical evidence 
of gas gangrene. 

Haemolytic streptococci belonging to Group Aand Staph. 
aureus were each found in seven cases; five of these patients 


harboured both cocci. Both these microbes have invariably 
persisted in the wound from the time they were first 
observed to the end of the plaster treatment—in one case 
for a period of nearly seven months. Dr. F. Griffith kindly 
typed the streptococcal strains on repeated occasions. All 
but one belonged to well-recognized types of Group A. 
The remaining strain, which persisted in the wound for six 
and a half months, reacted to a group serum, F 69. The 
type originally isolated persisted in each case throughout 
the period of observation. One Group B strain was 
isolated from Case X. It disappeared within a few days, 
and evidently had no pathological significance. It is of 
some interest that it was detected in the wound within 
three hours of injury. 

Saprophytic Organisms.—A complete list of the organisms 
isolated in cach case, with the period during which they 
were observed and an estimate of the approximate duration 
of the infection, is given in Tables I (persistent microbes) 
and II (microbes tending to disappear from the wound). 


Tasie I.—Organisms isolated from Wounds. Pathogens and 
Persistent Organisms 


Ps. pyocyanea 


: Case and Period of No. of| Approximate 
Organism Observation! Cases Duration 
Str. pyogenes, I (19-240), III (8-86), IV 7 Indefinite 
Group A? (90-115), (95-117), VII 
(1-81), VIII (1-51), X (4-65) 
Str. pyogenes, Group B X (1-8) 1 < 16 days 
I (3-172), V (1-117), VI 7 Indefinite 
Staph. aureus 0-89), VII (I-81), VIII 
(1-51), IX (18-31), X (1-65) 
Cl. welchii .. = ie Il 1 4-6 weeks 
Proteus III (8-207), IV 3 Indefinite 
V (i-117), VI (0-89), VII 4 Indefinite 
(11-8), VIM 23-5), 
1 (70-205), Il (15-28), Ill 4 | Variable: few 


weeks ; indefinite 


(8-207), VIII (11-33) 


1 Roman numerals are case agai, In brackets - = periods of observa- 
tion in days; day | being the day of _ pansien operat 
ypes of streptococcus: Case I, Typ 9; Case III, oe 12; Case IV, t - 
; Case V, Type 11; Case VII, Type We Case VIII, Type 27; Case X, Type ! 


Taste I1.—Non-persistent Organisms 


Organism Cases “ned hs Duration 
Str. viridans .. 1 <7 days 
taph. albus .. 1 1,40, Vi, Vil, Vill 5 <7 days 
Micrococcus .. x oe 4 1, 101, ¥, Vi, Vil, Vill 6 < 3 weeks 
5 one other than | J, III, V, VI, X 5 <7 days 
‘ype 
Bacterium I, Il, V, VIII Bs 4 1-6 weeks 
Chromobacterium Il : 1 <7 days 
Ps. fluorescens il <7 days 
Bacillus 1, U1, UI, V, Vil, VUI,IX, 8 1-4 weeks 
Cl. sporogenes Il 1 < 3 weeks 
Cl. bifermentans.. 1 wee 
Plectridia (various) .. Z Variable 


Since wholly harmless microbes usually disappear within a 
tew days or weeks, it is curious to note the persistence of the 
diphtheroid ‘‘ Type I.’’ This is in marked contrast with 
all the other diphtheroid types, which disappear within a 
few days. This organism ferments glucose, saccharose, and 
galactose, but not maltose, lactose, or mannitol. It appears 
to conform to the Type I of the M.R.C. Committee’s list of 
unclassified corynebacteria (Andrewes and others, 1923). 
In general, the flora of these plaster-treated wounds does not 
appear to differ materially from that of open ones of similar 
type which receive early treatment. The incidence of 
anaerobic infections (from both sporing and non-sporing 
organisms) is low in comparison with battle casualties in 
1914-18 and in 1940. Anaerobes are not, however, 
commonly found in air-raid casualties, and such wounds, 
which receive comparatively prompt treatment, appear to 
have a flora similar to that observed in our series (Douglas, 
Fleming, and Colebrook, 1920; Miles and others, 1940). 


Time of Introduction of Organisms 


Hospital Infections.’’-—We are satisfied that in normal 
circumstances no infection of the wound takes place through 
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the plaster casing. Infection has, however, been shown 
to occur fairly often during plaster applications. Evidence 
for these statements is based upon observations made on 
wounds fitted with windows so that the nature of the flora 
can be repeatedly observed both before and after the change 
of plaster. Thus, at the first examination made after 
changing plaster, species new to the wound were detected 
in 7 out of 12 samples—11 new species being found. On 
the other hand, 21 samples taken at subsequent examina- 
tions before the next plaster change showed no new species. 
Of our 10 patients, 4 were proved to have been infected in 
this way. A fifth also acquired new species during a period 
when he had no window, and the source of infection could 
not be tested. The bacteria so acquired are listed in 
Table III. These observations apply only to examinations 


Tare I1I.—New Species appearing after First 15 Days of Treatment 


Organism Case Plaster No. Fate of Organism 
A. In Patients fitted with “‘Window” in Plaster 
Str. pyogenes (Group A) .. 2 Persisted > 7 months 
|. welchii .. xe Il 2 Disappeared < 63 days 
Str. viridans Vv Z 
Staph. albus 2 <2). 
Micrococci (1) .. V 2 <2I 
xs 2 Persisted > 4 
Bacterium . : 2 Disappeared < 50 
Ps. pyocyanea B Persisted > 135 
tridium.. 1 > 63 
Bacillus... ll 3 Disappeared < 57 
Vv 2 < 39 
B. In Patients without “Window” in Plaster 
Diphtheroids Vv 3 (?) Disappeared < 39 days 
pyogenes... Uncertain Persiste 
Str. viridans 2% be V Disappeared < 48 days 


made after the fifteenth day following the accident. During 
the first fortnight new species appear in the wound, often 
in considerable numbers. For reasons given below we 
believe these to have been introduced before or during the 
first plaster application. 

Pre-hospital Infection.—Our observations throw no light 
at all upon the sources of pre-hospital infection—i.e., 
whether this is acquired at the time of the accident or by 
first-aid treatment, etc., as suggested by Hare (1940). We 
are, however, inclined to think that the majority of infect- 
ing organisms in our series were introduced during this 
period in spite of the fact that they were often not detected 
in the wound for seven or even occasionally for fifteen days 
after admission. In other words, there appears to be a 
very considerable lag in development of many species in 
wounds which have been thoroughly excised and cleansed 
within a few hours of the accident. Some species appear 
to have been permanently removed by this procedure: thus 
12 strains of various organisms isolated from the tissues 
removed at operation never reappeared at subsequent 
examinations. These were Proteus (Case V) ; Staph. albus 
and other micrococci (Cases I and III, four species; Case 
V, one species; Case X, three species) ; diphtheroids (Cases 
Tand III) ; Ps. fluorescens (Case II). 

The progressive development of new species during the 
first fifteen days is shown in Table IV (cases treated within 
eight hours of the accident) and Table V (cases treated 
sixteen to forty-eight hours after the accident). 

Most of the delayed ‘development takes place in the group 
treated early. The appearance of new species on the third 
er fourth day is to be expected in this group, for many 
species of organisms introduced at the time of injury are 
likely to be present in numbers too smal] to be detected at 
the first examination, carried out only two or three hours 
later. It will be seen, however, that six species appeared 
between the third and seventh or eighth days, one between 
the fourth and tenth, and four between the seventh and 
fifteenth days—a total of eleven species. (Technical diffi- 
culties unfortunately prevented specimens from being 


Tape IV.—New Species first isolated at Various Times during 
First 15 Days 


Case Day | Day 3 Day 7 Day 12 
I Staph. albus 0 0 0 
(Débridemen: | Diphtheroid (1, 0 0 0 
hours after Staph, aureus + “+ 
accident) ‘| Diphtheroid (2) + +++ 
icrococcus (1) + + 
Micrococcus (2) 0 0 
Micrococcus (3) 
Diphtheroid (3) ++ 
Plectridium ++ 
cillus 
Day 15 
ll Bacillus + + + 
(Debridement | Cl, bifermentans + + + 
hours after | Cl. sporogenes + + + 
accident) Ps, fluorescens + 0 0 
Bacterium Sp. + 0 
Chromo- 
bacterium 0 0 
Proteus + 
Diphtheroid 
yocyaneus 
Plectridium 
WH Diphtheroid (1) 0 0 
(Débridemes' | Diphtheroid (2) 0 0 
3 hours after icrococcus (1) 0 0 
accident) Micrococcus (2) 0 0 
Staph. albus 0 0 
Str. pyogenes 
(Group A) ++ 
Enterococcus 0 
Proteus + 
Ps. pyocyanea 
Diphtheroid 
IX Sterile Staph. aureus 
(Débridement Diphtheroid 
2 hours after ype 
accident) Bacillus 
Day 4 Day 16 
X H. strep. 
(Débridement (Group B) 3 + 0 
2 hours after taph. aureus + + + 
accident) Diphtheroid 0 0 0 
(3 types other | Diphtheroid 
than ]) Type | a 4 
Bacillus + + 
Enterococcus + 
H. strep. 
(Group A) + + 


Persistence or disappearance shown by + or 0 


he numbers in brackets refer to the different types of the microbe 


Taste V.—New Species first isolated at Various Times during 
First 15 Days. Cases operated upon late 


Case Day | Day 4 Day 10 Day 14 

V (48 hours) | Staph. aureus + + 7 
Micrococcus 0 0 0 

Proteus i) 0 0 

Diphtheroid 

ype | + + 
Bacillus + 
Bacterium 
Day 23 

VII (16 hours) | Str. pyogenes ++ is, 

Bacillus + 

Micrococcus 0 

Diphthe roid 

Type | + 

VIII (16 hours) | Str. pyogenes + + 
taph. aureus - + 

Micrococcus 

Bacterium + aps 

Bacillus > + 

Ps. pyocyanea 


Persistence or disappearance shown by + or 0 


obtained from all patients during this period.) Although 
it is possible that these microbes may have been introduced 
during the process of opening the window, it seems more 
probable that they were in fact present but undetected at 
previous examinations. For, on the first assumption, we 
should have introduced eleven new species in the course 
of eleven examinations made between the third and tenth 
days, while no new species has been detected as a result 
of twenty-one similar examinations made at later periods 
The point needs further investigation, for any delay in 
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bacteria] development at this time, when the barrier of 
granulation tissue is being built up, may be of great benefit 
to the patient. 


Our reasons for thinking that most (though doubtless not 
all) of the flora is introduced before and not during débride- 
ment are that (1) the number of new species is far greater 
in the early than in the comparatively late cases, and (2) 
such infection is by comparison rare at subsequent plaster 
changes. 

Pseudomonas pyocyanea 


We have paid some special attention to this organism 
since the suggestion has recently been revived that it may 
have a beneficial effect upon wounds and, in particular, that 
it may inhibit the growth of Str. pyogenes and Staph. 
aureus (Trueta, 1939). It has been present in four of our 
cases (I, II, III, VIIL), and three of these have persistently 
harboured haemolytic streptococci in large numbers; two 
patients had in addition a Staph. aureus infection. The 
evidence does not suggest that the growth of any other 
organism is influenced by the presence of Ps. pyocyanea. 


This question is complicated by the existence of many 
different strains of the species, which differ in colony form, 
pigment production, and autolytic action. Only one of 
our strains (Case HI) was highly coloured and strongly 
autolytic. This strain was not associated with a cocca! 
infection. Very large numbers of observations would be 
required to show whether this was or was not a purely 
chance connexion. 


The following are the clinical notes of the present series 


of cases. 
Case I 


Persistent microbes: Staph. aureus, Str. pyogenes (from 
day 19), diphtheroid Type I, Plectridium, Ps. pyocyanea (from 
day 70). 

27/6/40.—A man aged 45 sustained compound fracture of 
right leg in motor-cycle accident. Admitted to W.M.O.H. 
11 a.m. General condition satisfactory; grossly compound 
fracture, junction of middle and lower thirds of right tibia 
and fibula. 11.15 a.m., operation: Wound 3 in. x 2 in. on 
anterior medial aspect ; deep wound 2 in. x 1 in. antero-lateral 
aspett; skin cleaned with soap and water, antiseptic applied 
to margins of wqunds; wound excised, and enlarged to allow 
removal of extremely lacerated underlying muscle; wound 
dressed with dry gauze; fracture reduced by manipulation; 
plaster applied. 

8/7/40.—Patient has had a mild serum reaction, with slight 
rise in temperature. Leg is satisfactory. Plaster changed; 
wounds show healthy granulations. Slight discharge. 
12/7/40.—Temperature elevated. Patient has pain over 
indurated area in perineum. This area gradually subsided with- 
out incision. Patient continued to run a mild evening tem- 
perature, up to 100°. Leg satisfactory. 

30/7/40.—Plaster changed. Both wounds smaller in size, 
full of healthy granulation tissue. Fresh plaster applied. Two 
days following change of plaster patient had temperature up to 
102° and general malaise. 

2/8/40.—Temperature normal. No complaints, 
29/8/40.—Plaster removed. Wounds healing well. Moder- 
ate discharge. No local inflammation. Again, following this 
change of plaster, patient had brief period of temperature up 
to 102°, which rapidly subsided 

5/9/40.—Patient allowed up, with crutches. 
16/12/40.—Plaste: removed. Clinically, union sound; both 
wounds almost completely healed. Radiographs show small 
sequestrum, which was removed. 

16/1/41.—Wound healed. Union firm. Patient up with 
crutches, bearing weight. 


Case II 


Mair persistent bacteria: Proteus; two clostridia ? non-patho- 
genic; diphtheroid Type I; also, intermittently, haemolytic 
streptococcus (seen four times but never isolated), and Ps. 
pyocyanea. 

Man aged 21, injured in bomber crash. Compound fracture 
of lower third of tibia; also compression fracture of fourth 
cervical vertebra (discovered later) and minor injuries. 
20/7/40.—Opcration 2} hours after accident. Cleansing and 
debiidement of leg wound 6 in. x 38 in, in size, exposing 
5 in. of tibia; full of dirt. Suture of upper third; plaster, 
with window. Sulphapyridine, 1 gramme i.-m. 4-hourly. 


21 and 22/7/40.—No significant rise of temperature, Sulpha. 
pyridine continued by mouth (0.5 gramme 4-hourly on 22nd), 
then discontinued 

29/7/40.—Steady improvement without fever. 
smelly. 

9/8/40.—Plaster changed; good progress in healing. 

28/8/40.—‘‘ Zimmer distraction ’’ under spinal anaesthesia, 
Good position of bone achieved (plaster presumably renewed). 
No subsequent fever. 

28/9/40.—Progress has been smooth; pins removed (plaster 
presumahly renewed). 

6/10/40.—Plaster removed. Wound healing well. 

8/10/40.—Clinical evidence of bony union. Radiological 
report: ‘‘ No sound union; some osteitis.”’ 

15/10/40.—Transferred. 


Plaster 


Case III 


Persistent microbes: Sir. pyogenes, Proteus, Ps, 
pyocyanea. 

At about 6 p.m. on August 23, 1940, a man aged 24 was 
involved in a motor-cycle accident and sustained injuries to 


the right leg. He was admitted to Radcliffe Infirmary and 


found to be suffering from compound fracture of right patella, - 


compound supracondylar fracture of right femur into knee- 
joint, and extensive laceration of skin and muscles of lower 
part of thigh. There were no other injuries. 

Operation was carried out at 8.45 p.m, under general anaes- 
thesia. The skin was scrubbed with soap and water and 
shaved. The edges and all devitalized tissue were then excised, 
including the patella, which was in many small fragments and 
impregnated with road dirt. The cavities created by this 
thorough excision of the wound were lightly filled with dry 
gauze and the limb was encased in a plaster spica. 

For about forty-eight hours the patient’s condition was very 
good. He had little pain in the limb and no pyrexia. Then 
his temperature shot up to 104° and he began to complain of 
pain around the knee. He was immediately put on sulpha- 
pyridine and given 16,000 units of anti-gas-gangrene serum 
intravenously. A small window was cut in the plaster above 
the wounds so that the condition of the leg could be seen. 
There was more than an inch between the skin and the plaster, 
but no suggestion of gas in the tissues. The temperature 


settled a bit, but continued to swing up to 101° in the even-— 


ings. The plaster was removed on September 9 and a large 
pocket of pus was found tracking well up on the posterior 
aspect of the thigh. The large abscess was drained by a 
postero-lateral incision into its most dependent part. 

Since that time the problem has been entirely one of 
drainage. The patient has had repeated changes of plaster 
and three operations for removal of sequestra and for drainage. 
Since the first three weeks his general condition has never 
given rise to any anxiety. At the time of writing his wounds 
are reduced to two sinuses, which are healing. The union of 
the fracture is unsound because of the removal of a large 
sequestrum. 


Case IV 


Persistent microbes: Str. pyogenes, Proteus. 

17/5/40.—A man aged 34 sustained a technically compound 
fracture of the right femur following a bomb explosion. Was 
operated on at Bruges three hours later. Wound was sutured 
without exploration and plaster spica applied. 

29/5/40.—Admitted to Pembury Hospital. Skeletal trac- 
tion with Kirschner wire through iower end of femur on 
Thomas splint. 

8/6/40.—Plaster spica applied. 

10/6/40.—Admitted to W.M.O.H. Ill man; high tempera- 
ture. Toes swollen. 

17/6/40.—Plaster removed under general anaesthetic. Ori- 
ginal wound opened. Large abscess evacuated. Sequestrum 
removed. Counter-drainage effected. Thomas splint, with 
strong traction, applied. 

27/6/40.—Drainage improved. Plaster applied. 

5/8/40.—Plaster changed under general anaesthetic. Wound 
healing. General condition satisfactory. 

5/9/40.—Plaster removed, Pin inserted through tibial 
tubercle. Traction and Thomas splint to correct slight over- 
lap. 

9/9 /40.—Position satisfactory. Plaster spica applied. 

7/11/40.—Plaster changed. Wound clean; healing. 

20/12/40.—Dressings changed. Two sequestra removed. 

10/1/41.—General and local condition satisfactory. 


Note.—This has been a problem of drainage from the begin- 
ning; each rise in temperature and deterioration in general 
condition has been associated with retention of pus, and has 
improved following the institution of adequate drainage. 
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Case V 


Persistent microbes: Staph. aureus, Str. pyogenes (from 
day 95), diphtheroid Type I. 

11/9/40.—9 a.m.: This patient, a youth aged 16, caught 
his arm in a machine, and was lifted up by the limb. Admitted 
to High Wycombe Hospital, and found to have compound 
dislocation of left elbow and compound fracture of both bones 
of forearm. 1 p.m: Dislocation reduced under general 
anaesthetic; excision of wound; vaselined gauze, dressing, and 
plaster applied. 5 p.m.: Admitted to W.M.O.H. On exam- 
ination, mild shock. Plaster splint; wound 4 in. long inner 
medial side of lower end of humerus Apparently little loss 
of skin, but wide separation of edges. First dressing and 
bivalved plaster applied. 

13/9/40.—General condition satisfactory. Plaster removed 
under general anaesthetic. Wound cleaned. Small wound 
on ventral surface of forearm opened. Some necrotic muscle 
excised. Dry dressing applied to both wounds. Fresh 
plaster. 

1/10/40.—Discharged home in plaster. 


24/10/40.—Plaster removed. Both wounds healing well, 


and filled with clean granulation tissue. Moderate discharge. 
Radiograph shows good alignment and early union of forearm 
fracture. Loss of joint space. Apparently beginning destruc- 
tion of elbow-joint. 

21/11/40.—Plaster changed. Condition as above, with 
further progress of healing. . 

17/12/40.—Patient readmitted with fever and some pain in 
the arm. History: On 3/12/40, while in quarantine for scarlet 


fever, he had a sore throat and pyrexia, and complained of © 


pain in the elbow. Plaster was split and the wound inspected. 
He was given sulphanilamide for three days, and condition 


subsided. On 15/12/40 he again complained of pain, and had | 


a rise of temperature. 
On admission the temperature was 104°, with some swelling 


of the hand; no other signs with regard to the arm. The throat . 


was inflamed and the right tonsil large and oedematous. Plaster 
changed ; wounds healthy ; no increase in discharge ; no reten- 
tion of pus. Fresh plaster applied. 

19/12/40.—Temperature normal. No complaints. The 
administration of sulphanilamide was discontinued, 

15/1/41.—Seen as out-patient. Has been free from pain 
and pyrexia since discharged from hospital. Plaster off. 
Wound of forearm healed. Good progress of healing of elbov 
wound. Radiographs show firm union of forearm fracture. 
Increase in destruction of elbow-joint. Plaster reapplied. 

5/3/41.—No complaints. Plaster removed. Elbow wound 
healed except for small sinus. Little discharge. 


Case VI 


Persistent microbe: Staph. aureus. 

16/8/40.—5 p.m.: Patient, a man aged 40, had left leg 
injured as result of enemy action. Admitted to Radcliffe 
Infirmary. Found to be suffering from very extensive lacera- 
tions of calf of left leg, from popliteal space to lower part of 
tendo Achillis. Large area of skin and underlying muscle 
shot away. 9 p.m., operation: Skin cleansed with soap and 
water; antiseptic applied to margins of wound; norma! excision 
of wound, which involved excision of greater part of gastroc- 
nemius, leaving soleus fascia exposed; following excision, dry 
gauze applied to wound and plaster to mid-thigh. Patient 
had no rise in temperature, with exception of 100.2° on 
17/8/40, and made no complaint of his leg. Plaster was left 
untouched for seven weeks. 

5/10/40.—Plaster removed. Some pus inside plaster; the 
gauze was removed with difficulty from wound, owing to 
gtanulations having grown into it. Wound was clean, granu- 
lating well. Fresh plaster was applied. Following this change 
of plaster there was no rise in temperature and no pain in 
the leg. Skin graft applied. 

25/11/40.—A section of full-thickness skin 3 in. x 1 in. 
was taken from posterior aspect of left thigh. This wound 
was sutured, ‘and the piece of skin removed was cut into a 
large number of small pieces and applied to the granulating 
surface. Vaselined gauze dressing applied. 

18/12/40.—Whole area covered with thin layer of skin. 


Case VII 


Persistent microbes: Staph. aureus, Str. pyogenes, diph- 
theroid Type I. 

20/10/40.—Motor-cycle accident, 10.30 p.m., to school- 
Master aged 21. Admitted to Wantage Hospital. Injuries 
to face, right hand, and right leg. Sterile dressings applied 
to wound. Laceration of face sutured. 

21/10/40.—Admitted to W.M.O.H. General condition 
satisfactory. Marked contusions of right hand without frac- 


ture. Abrasions on dorsum. Oblique compound fracture 
right tibia and fibula, junction of middle and lower thirds, 
with wide separation. 38 p.m., operation: Wound 24 in. x 
14 in on postero-medial aspect of leg, with muscle protruding; 
skin carefully cleaned with soap and water, and margins of 
wound painted with antiseptic; wound enlarged to permit 
exploration of surrounding muscle; all dead muscle excised; 
wound dressed with dry gauze, fracture reduced by manipula- 
tion, and plaster applied with a perspex window over wound. 
25/10/40.—No complaints re leg. Some cough and physical 
signs in left chest. Temperature 100°. Given sulphapyridine; 
2 grammes initial dose, then 1 gramme four-hourly. . 
30/10/40.—Condition satisfactory. Slight rash over aris 
and trunk. Sulphapyridine discontinued. 
15/11/40.—General condition good. Temperature within 
norma] limits for past fifteen days. Plaster changed under 
general anaesthetic. Wound clean and granulating well. 
18/11/40.—Patient allowed up with crutches. 
24/11/40.—Patient had two days’ fever, general aches 2-d 


“ pains. Diagnosed influenza. Temperature again normal, no 


complaints. 

13/12/40.—Plaster changed. Wound clean, granulating 
well. Slight excoriation of skin. Radiograph shows some 
callus formation. 

21/12/40.—Discharged from hospital. 

6/2/41.—Plaster changed, Wound almost healed. Clinically, 
fracture has united in satisfactory position. Radiograph shows 
good callus. Short plaster applied. 


Case VIII 


Persistent microbes: Staph. aureus, Str. pyogenes, diph- 
theroid Type I, Ps. pyocyanea. 
20/10/40.—Motor-cycle accident to man aged 26. Admitted 


* to Cottage Hospital with injuries to left hand and right knee. 


Sterile dressings applied to wound. 

21/10/40.—Admitted to W.M.O.H. General condition 
satisfactory. Multiple abrasions dorsum of left hand. Large 
open wound right knee, with fracture lateral margin of patella. 
3 p.m., operation: Wound about 4 in. x 3 in., ragged, with 
considerable loss of skin; skin of leg and thigh cleansed with 
soap and water; margins of wound painted with antiseptic; 
wound excised, including damaged muscle and fragment of 
patella; following excision of wound, knee-joint was closed 
with interrupted catgut sutures; wound dressed with dry 
gauze, and rubber drain inserted through stab wound to effect 
dependent drainage. 

22/10/40.—Following the operation, the plaster was applied 
from high up in the groin to the ankle. Sulphapyridine, 
2 grammes initial dose, 1 gramme four-hourly, was started. 
No complaints. Temperature 100.8°. 

25/10/40.—Temperature normal. No complaints. Sulpha- 
pyridine discontinued. 

14/11/40.—Plaster removed. Wound clean, granulating 
well. No infection in knee-joint. Fresh dry dressing and 
plaster applied. 

22/11/40.—Since last change of plaster, patient has made 
no complaint. Temperature has been normal. Plaster 
changed. Wound healing well. 

17/12/40.—Plaster bivalved. Local dressing of sulphanil- 
amide powder applied. 

20/12/40.—Secondary suture of wound. Following plastic 
operation and suture, moderate rise of temperature for four 
days, which settled down when a haematoma was evacuated 
from lateral side. 

25/12/40.—Temperature normal. No complaints. 

11/1/41.—Wound healed. Patient walking well. 


Case IX 


Persistent microbes: Staph. aureus, diphtheroid Type I. 

14/11/40.—A man aged 45 had his right leg injured in a 
motor-cycle accident. Admitted to W.M.O.H. 5 p.m. with 
compound fracture of right tibia and fibula at junction of 
middle and lower thirds. At 5.30 p.m., under general 
anaesthesia, the wound was exposed. It was found to be a 
puncture about 24 in. x lin. The skin was cleansed in the 
usual manner and the wound edges excised; all underlying 
muscle was viable, and only a small quantity of subcutaneous 
tissue was excised. Dry dressing; fracture reduced by manipu- 
lation; plaster applied. 

16/12/40.—Since the operation the general and local con- 
dition of the patient has been satisfactory. No pain in leg 
and no pyrexia. Plaster changed; wound almost healed; little 
evidence of union of fracture. Fresh plaster applied. 

4/1/41.—No complaints. Up on crutches without weight- 
bearing. 

5/2/41.—Plaster changed ; very small area not covered by 
skin. Union progressing; plaster applied below knee. 
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Case x 


Persistent microbes: Staph. aureus, Str. pyogenes, 


diphtheroid Type I. 

20/1/41.—At 7.45 p.m. patient, a man aged 61, was knocked 
down by a bus. Admitted to W.M.O.H. at 8.5 p.m. Found 
to have compound fracture of upper third left tibia and fibula, 
with extensive violence to the skin, and a large wound in the 
popliteal space. No loss of skin on posterior aspect. Medial 
dislocation of left ankle. General condition satisfactory. 
9.50 p.m., operation: Skin cleansed with soap and water ; anti- 
septic applied to margins of wound; the extensive wound of 
the back of the leg was excised and the skin sutured; the 
fracture and dislocation of the ankle were reduced by manipula- 
tion; dependent drainage was effected by means of rubber tubes 
through the stab wound. Plaster was applied. 

26/1/41.—Patient has had no pain in the leg. _ Rise in 
temperature and respiration rate and some sputum. Has been 
on sulphapyridine for the past five days. General and local 
condition now satisfactory. 

5/2/41.—Plaster changed because of profuse discharge. 
On removal it was found that the posterior wound was satis- 
factory, but that a large area of damaged skin on the upper 
anterior surface of the leg had separated and was lying as a 
free slough. This was removed. Wound dressed and fresh 


plaster applied. 

21/2/41.—Patient has been running slight evening rise of 
temperature, but has made no complaint with regard to the 
leg. Considerable discharge from plaster. Plaster removed. 
Posterior wound well healed, anterior wound shows large clear 
area of granulations, about 6 in.slong by 4 in. wide. No 
surrounding infection. Following change of plaster patient 
had no rise of temperature. General and local condition 
satisfactory. 

Discussion 

The cases investigated were selected from a much larger 
series as being suitable for complete bacteriological examina- 
tion from the earliest stages to the final healing. One of 
us is in process of analysing the clinical aspects of the 
larger series as a whole. Neither the general composition 
of the wound flora under closed plasters nor the changes 
of its composition in the early or later stages have given 
any clear explanation of the virtue of the closed-plaster 
method of treatment. We have found no striking difference 
in flora between our wounds and the open wounds described 
(Miles and others, 1940) during the present war. We 
have not seen, as we thought we might see, a disappearance 
or diminution of pathogenic bacteria under the influence of 
saprophytic anaerobes or of relatively harmless Gram- 
negative aerobic rods such as Proteus or Ps. pyocyanea. 

Although it is impossible to assert that Str. pyogenes 
(Group A) is completely innocuous in properly immobilized 
and protected wounds, it is clear enough that this microbe 
may be present from first to last in wounds which, under 
these conditions, heal without obvious complications or 
gross delay; and the same is true of Staph. aureus. But 
these phenomena, it seems, may also be seen sometimes 
in open wounds. 

The method of treatment, we feel, owes its efficacy 
rather to its physical and physiological effects than to any 
specific influence on the bacterial flora (Trueta and Barnes, 
1940). 

The window-sampling method has proved satisfactory 
when true access to the tissues is provided, and has enabled 
us to observe changes in the flora at all periods of treat- 
ment and to form provisional views about the reasons 
for the appearance and disappearance of species, and about 
the protection afforded by the plaster against gross infection. 


Summary 


A satisfactory method has been devised for securing bacterio- 
logical samples from wounds encased in plaster without 
interfering with the treatment. 

The flora of wounds treated in closed plaster does not appear 
to differ from that of open wounds, and neither its character 
nor its fluctuations explain the efficacy of the closed-plaster 
method. Infection of such wounds during the period of 
hospital treatment occurs fairly often during changes of plaster, 
but no cross-infection has been detected at any other time. 


It is suggested that the multiplication of bacteria is delayed 
for some days in wounds which are excised and cleansed 
within a few hours of the accident. Some organisms appear to 
be permanently removed by this procedure. 


No evidence has been found that Ps. pyocyanea or any 
other organism inhibits the growth of haemolytic streptococci 
or of Staph. aureus in wounds. 


The Medical Research Council has provided a part-time grant 
for one of us (J. O.-E.) and a whole-time salary for a labora. 
tory assistant (W. Fincham), as well as money for expenses, 
Prof. Gardner owes his leisure for research partly to the 
University of Oxfoid and partly to the Nuffield Trust. Prof, 
H. J. Seddon and Prof. H. W. Florey played a large part in 
launching the research, and Mr. Elliot Smith collaborated on 
the surgical side during the early stages. Dr. F. Griffith, 
whose death we lament, kindly typed our streptococci, and 
Prof. A. A. Miles struggled nobly and successfully with our 


anaerobes. 
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DIABETIC COMA IN A SERIES 
OF YOUNG DIABETICS* 


BY 


LESLIE COLE, M.D., F.R.C.P. 
Physician to Addenbrooke's Hospital, Cambridge 


This clinical study of diabetic coma is based on a series of 
24 young diabetics who have attended Addenbrooke's 
Hospital during the last twelve years. Some of these cases 
have already been referred to (Cole, 1934). In 23 the 
disease came on before the age of 15, and in one patient, 
aged 18, coma was the first symptom. After standardiza- 
tion as in-patients they have attended as out-patients at 
intervals of from one to three months until the time (1939) 
when this study was completed (or in fatal cases until 
death). With the exception of Case 24 they are unselected 
and comprise all the diabetics attending my department 
between 1927 and 1939 who were under 15 at their first 
attendance. Four live in Cambridge and the remainder 
in towns and small villages within a radius of fifty miles, 
often at considerable distances from their doctors, and 
when complications such as infections or coma develop 
there is often some delay before they can be treated or be 
admitted to hospital. A series of young diabetics has been 
chosen for this study because in youth the results are less 
likely to be complicated by chronic intercurrent disease. 


Incidence of Coma 


Table I shows that in 24 diabetics coma occurred 18 
times: 7 patients had one attack and 3 had two. In 6 
coma was the first recognized symptom of diabetes, and in 
7 it occurred during the course of treatment. The whole 
series covers a period of 165 diabetic years, giving an 
average of approximately one attack every thirteen years 
for all cases, including patients who had had no treatment 
before coma. In cases under treatment with insulin the 
average was one attack every twenty-three years. These 
figures are quoted to show the incidence in a small group 
of patients living under somewhat similar conditions and 
treated on similar lines. 

Table II indicates the possible causes of coma. In 6 
out of 13 instances the attack occurred in patients in whom 


diabetes. had not been previously diagnosed, and in 4 of 


these its onsét coincided with an infection. In the remain- 


*\ communication given to the Ulster Medical Society at Belfast 
in November, 1940. 


a 
j 
In 
of 
| 
| sio 
dia 
: 
infe 
| con 
@ Teg 
7 
ist 
TeEC( 
you 
3 
a fg 
: 
4 diag 
qe 
{ 
| 


JuNnE 14, 1941 


COMA IN YOUNG DIABETICS 


THE BririsH 
MEDICAL JOURNAL 883 


Taste 1.—Jncidence of Coma in 24 Young Diabetics 


: Insulin | Carbo- | No. of 
Case Sex Year of | Age at Age in OF 
in| hydrate | Times in 
No. Onset Onset 1939 1939 in 1939 Coan 
gm. 

1 F. 1925 7 21 90 200 0 
2 M. 1925 12 26 60 250 0 
3 M. 1926 7 20 50 120 2 
4 F. 1931 14 22 70 125 1 
5 F. 1929 12 23 50 150 1 
6 M. 1933 10 16 70 250 2 
7 M. 1929 6 16 32 150 0 
8 F. 1929 7 17 50 120 0 
9 F. 1926 Wl 24 200 0 
10 M. 1927 9 16 D2 168 908 0 
1 F. 1929 3 3 200 0 
12 F. 1926 13 26 55 140 0 
13 M. 1931 13 21 75 130 1 
14 M. 1932 12 19 110 2 0 
15 M. 1933 9 15 75 200 0 
16 F. 1935 12 16 65 2 1 
17 F. 1931 4 D 408 1108 2 
18 M. 1931 13 13D _ = 1 
19 M. 1932 13 16D 488 1208 0 
20 F. 1938 13 14 90 200 1 
21 F. 1938 14 15 56 200 0 
22 F. 1938 12 13 30 180 0 
23 M. 1934 14 19 36 160 0 
24 F. 1939 18 18D 1 


D = died. 
1 Total units per day. Soluble or P,-Z.-I. Usually in two injections. 
oO congenit eart 
8 dene death. (5 died. Cause: Coma 3, congenital heart 1, unknown 1.) 


I].—Details of Coma 


Insulin Blood 
Case Time after ose Cause of Sugar Units of 
N nset of Co: Insulinin | Result 
4 yrs. 25 Vomiting; insulin 70 in 6 hrs. [Recovered 
stopped 
(2) 44 ,, 40 Maxillary antritis — 60 in 6 hrs. 3 
4 Bi 70 Acute enteritis — |200in 12 hrs. a 
5 ? Bronchitis; insulin] 0.38 [160 in6hrs.| « ,, 
stoppe 
6 (1) At None | Scalded foot 0.41 85 in 12 hrs. re 
onset 
(2) 5 yrs. 50 “Cold in head"; | 1.13 in 24 hrs. 
insulin stopped 
13 6 35 © cause — |460in 12 hrs. 
16 Atonset}] None | Very septic mouth | 0.73 |210in 24 hrs. 
and throat 
Feverish cold 50 in 6 hrs, 
(2) | yr. 36 Bronchitis; insulin} 1.37 | Died | hr. Died 
stopped after 
admission 
18 At onset | None | Mumps 5 weeks 4 190 in 12 hrs. oe 
before? cause 
20 Bs No cause 0.7 {270 in 24 hrs.|Recovered 
24 Bronchop ia;} 0.8 [1,370 in ied 
septicaemia 28 hrs. 


* Hagedorn-Jensen, 


ing 7 instances, when it developed during insulin treatment, 
an infection was also present in 5. In 4 of the latter the 
normal dose of insulin had been discontinued on account 
of either vomiting or failure to take food. 

These cases, few as they are, indicate the great import- 
ance of infection in precipitating diabetic coma. Occa- 
sionally it may develop suddenly in a hitherto unrecognized 
diabetic (Cases 18 and 20), and rarely in a patient on 
insulin, without any accompanying signs of infection 
(Case 13), but in the greater number an acute or chronic 
infection is a prelude. The most certain way of inducing 
coma when an infection develops is to stop or reduce the 
Tegular dose of insulin. 

Usually coma does not occur without some warning 
history or symptoms to suggest diabetes. Joslin (1935) 
Tecords 12 cases in a series of 55 in which the diagnosis had 
not been made before the onset of coma. In children and 
young adults symptoms may not be present for more than 
a few days before and may be slight enough for an intelli. 
gent parent to ignore. In those who had reported to their 
doctors, failure to examine the urine in the face of slight 
but suggestive symptoms was the cause of disaster. The 
fact that some of these patients were children made the 
diagnosis more difficult when the essential urine tests were 
ignored, 


Diagnosis of Coma 


Some factors which suggest a diagnosis of coma are: 
previous attacks of coma, untreated or badly controlled 
diabetes, recent chronic or acute infection, and reduction 
or stoppage of the regular dose of insulin. The more 
important warning signs and symptoms are: vomiting, 
abdominal pain, signs of dehydration, alteration of breath- 
ing, sugar in the urine, a positive Gerhardt test, and a 
raised blood sugar. The incidence of these symptoms in 
the 13 cases of coma in this series is shown in Table III. 


Taste III.—Signs and Symptoms in 13 Cases of Coma 


Inability to take regular diet at onset 
omiting at onset .. 

Abdominal pain at onset 

Altered breathing (sighing 7; hyperpnoea 6) 
Sugar in urine (heavy reduction) .. za 
Rothera’s test (strong; | weak for 6 hours) 
Gerhardt’s test (absent for first 6 hours in 1) 
Blood sugar at onset... 


0.38 to 1.4% 

This table shows the importance of vomiting and 
abdominal pain as early symptoms of coma. If these were 
more widely recognized as such, insulin would be less often 
stopped or reduced at the onset. Inability to eat the usual 


food may be a symptom of coma, and is not an indication 
to reduce insulin. 


The urinary findings were almost constant. Rothera’s 
and Gerhardt’s tests were strongly positive in all but Case 6, 
which is unusual enough to quote. 


Case 6.—The patient developed diabetes in 1935 at the age 
of 10, when he was admitted in early coma after scalding his 
foot. Diabetes had not been previously diagnosed. He 
recovered, but for the next five years he was always difficult 
to control, and mild infections were very apt to upset him. 
He was tried on various diets and did best on: C. 180, F. 56, 
and P. 105, with 70 units of insulin daily. He was a sensible 
boy, with anxious but not very intelligent parents. 

His second attack of coma occurred in 1938. Five days 
before admission ne developed a cold in his head. The day 
before admission nausea and later vomiting came on, and 
because of this no insulin was given on the morning of 
admission. He was admitted at midday almost unconscious, 
with all the classical clinical signs of coma (see Table III). 
His blood sugar was 1.13%. 


The urinary and blood-sugar findings were as follows: 


Rothera Gerhardt Blood Sugar 
Midday... a Faint positive Negative 1.13% 
p.m. oe ee ositive ee 
6 p.m. Faint positive 
7 p.m. Positive 0.98% 


At 4 p.m., two hours after 100 units of insulin, the CO,-com- 
bining power was 15 volumes %, the blood urea 39 mg. per 
100 c.cm., and the blood chlorides 500 mg. per 100 c.cm. 
Throughout the whole coma there was no marked diminution 
of urine. 

After 800 units in twenty-four hours (700 in the first ten 
hours) and a continuous intravenous-drip saline, 3,000 c.cm. 
in twelve hours (the last 1,500 c.cm. contained only 5% 
glucose), the blood sugar was normal, Gerhardt’s test was 
negative, and the patient had recovered. 


This patient, although a very severe case of diabetic 
coma, showed only a faintly positive Rothera and a nega- 
tive Gerhardt test on admission, and the latter did not 
become strongly positive unti! he had beer in coma for at 
least six hours. 

Joslin (1935) states that in coma the urine almost invari- 
ably contains a large quantity of diacetic acid, as shown 
by a positive Gerhardt test, and that only in cases with an 
associated renal block dovs one see a negative test for 
acetone bodies. Richardson (1932) describes a case with 
a CO, of 7 volumes % which had no diacetic acid or acetone 
in the urine. Payne and Poulton (1925), Oliver (1926), 
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and Graham et al. (1929) also describe cases. In this patient 
there did not appear to be renal block, and the explanation 
of the slow appearance of diacetic acid in the urine is not 
clear. In diagnosis it is important to remember that 
although a positive Gerhardt test is present in nearly all 
cases of coma there are occasional exceptions to this. 
Blood-sugar readings of over 1% occurred in three 
patients: one (Case 6) recovered, the other two (Cases 17 
and 18) had both been unconscious for many hours before 
admission and died. The blood-sugar readings were 1.13, 
1.37, and 1.4% respectively. In Case 24 (broncho- 
pneumonia and septicaemia in a hitherto undiagnosed 
diabetic) the blood sugar was 0.8%, on admission. 1,370 
units of insulin in twenty-eight hours reduced it to normal, 
but death occurred a day later. Joslin states that in a 
series of 293 the blood sugar was over 1% in 11, and of 
these 4 died. Curtis and Dixson (1928) describe a patient 
with a blood sugar of 1.68% who recovered, and Haines 
and Davis (1932) 3 others of over 1%, with recovery. 


Treatment of Coma 


Diabetic coma is one of the most acute emergencies in 
medicine, and an hour Jost may mean death. The indica- 
tions are: insulin and glucose to make possible the complete 
oxidation of fats, fluid for dehydration, sodium chloride for 
salt deficiency, and warmth and ephedrine for circulatory 
failure and shock. Symptomatic treatment, which includes 
gastric lavage for severe vomiting and enemas for 
constipation, is also important. 

Insulin cannot work without glucose, but in the early 
stages the blood sugar is usually above 0.4% and there is 
no likelihood of glucose deficiency. When the blood sugar 
is known to be high it would seem unnecessary to give 
additional glucose. In the later stages of treatment, when 
the blood sugar is falling, and particularly when it cannot 
be watched by frequent readings, it is important to give 
extra glucose. This also ensures that there is no overshoot 
into hypoglycaemia. In practice the decision whether to 
give glucose or not in the early stages depends on the 
experience of the doctor and the biochemical facilities 
available. If no blood-sugar reading can be obtained, or 
if the doctor is inexperienced, glucose should be given 
from the start. 

The dose of insulin is difficult to judge, as there is great 
variation in the requirements of different patients. Dosage 
depends on the depth and duration of the coma, the 
severity of any infection present, the previous dose of 
insulin and whether this had been discontinued, and what 


is known of the patient’s response to insulin in the past. « 


A patient who goes into coma while balanced on a certain 
dose of insulin (usually because of an infection) tends not 
to need such a large dose. Insulin should be given as soon 
as possible in a dose of from 20 to 100 units, but usually 
not less than 50, repeated every one or two hours according 
to the clinical and biochemical progress. In these patients 
the average dose needed in the 10 who recovered was 236 
units in from twelve to twenty-four hours. This average 
was raised by 1 patient who needed 800 units. Of the 3 
fatal cases, 1 died at once, 1 had insufficient insulin, and 
1 had 1,370 units in twenty-eight hours. 

The early administration of fluid and sodium chloride 
in the form of normal saline is as important as insulin. 
This may be given by the mouth to patients who are still 
able to swallow, and also rectally, subcutaneously, or by 
intravenous drip. The last method is the one of choice 
in all patients with severe dehydration. 5°, glucose should 
be added when it is considered necessary. In this way 
6 pints or more may be given in twelve hours. Root and 


Riseman (1938) emphasize the importance of very large 
particu- 


amounts of fluid intravenously in severe cases, 


_that could now be obtained. 


larly after a history of prolonged acidosis, unconsciousness 
for more than six hours, repeated vomiting, excessive 
dehydration, and suppression or diminution of urine, and 
quote cases in which 8,000 c.cm. and 6,800 c.cm. were 
given intravenously in eight and thirty hours respectively, 
in addition to large amounts of subcutaneous saline. In 
our series continuous intravenous drip was given to severe 
cases in which the patients were unable to swallow fluids. 
When the initial blood sugar was very high glucose was 
not added until it had fallen. In milder cases, when fluid 
was given orally, rectally, or subcutaneously only, glucose 
was added from the start. 


Prevention of Coma 


In diabetes, even under the best conditions, some attacks 
of coma are inevitable. The series quoted here, although 
it cannot be regarded as a random sample of the diabetic 
population, does indicate how far in one area the manage- 
ment and treatment in the home fall short of the best 
There are two causes for 
this: (1) failure to diagnose diabetes before the onset of 
coma (6 cases, 2 fatal); (2) failure to treat diabetes properly 
during an infection, or when for any reason the usual diet 
cannot be taken (6 cases, 1 fatal). 

Thus in. this series of known diabetics under treatment 
coma occurred only once without an obvious cause. In 
the remainder proper treatment of infections or failure to 
take food, by rest, warmth, fluids, glucose, and continua- 
tion or increase of the regular dose of insulin, would almost 
certainly have prevented coma. 

The remedy lies, first, in more thorough teaching of the 
medical student at hospital on the routine management of 
diabetes. In many teaching hospitals diabetes tends to be 
treated in separate clinics, and if, as is often the case, a 
student clerks for a physician who is not interested in the 
subject, he may fail to receive any practical instruction. 
Secondly, there must be more thorough teaching of the 
patients or, in young children, of their relatives. Failure 
here is often due to insufficient trained staff at the diabetic 


clinic. Thirdly, co-operation between the patient, the 
family doctor, and the specialist at the clinic must be 
closer. It is unfortunate that many diabetics who attend 


clinics regularly tend to lose touch with their home doctors. 
This is unsatisfactory, because when an emergency arises 
at home their doctors are not in possession of the necessary 
facts. 

Diabetes is still, twenty years after the discovery of 
insulin, one of those conditions in which there is a great 
lag between knowledge and its application. 


Summary 


The inciaence, causes, symptoms, and treatment of diabetic 
coma in a series of 24 young diabetics are analysed. 

13 attacks occurred in these patients. In 6 of these diabetes 
had not previously been diagnosed. In 7 which came on 
during treatment insulin had been discontinued in 4 on 
account of vomiting or failure to take food. An acute 
infection preceded the onset of coma in 9. 

Most attacks could have been prevented either by earlier 
diagnosis ot diabetes or by proper management of infection 
during its course. 


I should like to thank Dr. J. F. Gaskell, under whom 3 of 
the cases were admitted, and Dr. R. J. Twort for his help 
with several severe cases of coma. 
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DIFFERENTIAL DIAGNOSIS OF 
CONTUSION OF THE BRAIN 
AND PSYCHONEUROSIS 


BY 


WILLIAM A. BREND, M.D.Lond., M.R.C.P. 


Medical Referee under the Workmen's Compensation Act ; 
Neurologist to the Ministry of Pensions 


The Personal Injuries (Emergency Provisions) Act pro- 
vides that compensation to civilians injured by enemy action 
shall be payable only for disablement caused by physical 
injuries. The diagnosis between contusion of the brain 
following concussion and psychoneurosis accordingly be- 
comes of great importanec, and as it is clear that the 
distinction presents some difficulty in the certifying of these 
conditions, it is hoped that the following account of cases I 
have examined recently for the Ministry of Pensions may be 
helpful. I have to thank the Director-General of Medical 
Services for permission to publish the record. The observa- 
tions are based on an examination of some 300 persons 
injured in air raids whose disorders had been diagnosed 
s ‘‘shock,’’ ‘‘nerve shock,’’ ‘‘bomb shock,”’ concus- 
sion,’ ‘‘anxiety neurosis,’’ and ‘‘ neurasthenia.’’ These 
people were seen after an interval of three to five months 
from the incident alleged to have been responsible for their 
condition, but the notes of those who had been taken to 
hospital at the time were available. They included 
persons of all ages from 15 to 82, and of both 
sexes, with a slight preponderance of women. This long 
series of consecutive cases afforded an excellent opportunity 
of comparing the two conditions. 


The term ‘‘nervous shock,’’ the diagnosis most often 
used, possesses no medical precision, though it may be con- 
venient and non-committal as a temporary description in 
the early stages, but its use had been continued in weekly 
certificates Jong after accurate diagnosis had become pos- 
sible. Actually the cases fell into three groups: those 
showing a typical post-concussional syndrome or chronic 
cerebral contusion, forming about 30% of the total; those 
equally clearly suffering from some form of anxiety state— 
about 50%; and the remainder showing a combination of 
There was, however, very little 
correspondence between:the diagnoses made at the time 
of the injury and those which could be made with assurance 
at a later date. 


Influence of Physical Injury 


Since the publication of Trotter’s papers on head 
injuries it has been universally accepted that the syndrome 
of which headache is the most prominent symptom, so 
often seen after concussion, is the result of physical injury 
—1.e., contusion of the brain. On the other hand, there is 
no evidence that physical injury will produce a psycho- 
neurosis, although the contrary view is widely held. If 
we listen to the evidence constantly given in the county 
courts we find that many doctors regard it as almost 
axiomatic that a physical injury may produce or precipitate 
an anxiety state, which is variously described as ‘‘ traumatic 
neurasthenia,’’ ‘‘ nerve shock,’’ etc., and this is the teach- 
ing of at least one of our leading textbooks on medicine. 
Nevertheless, experience under the Workmen’s Compen- 
sation Act and in the treatment of ex-Service men suffering 
from war neurosis has convinced me that where neurotic 
symptoms become manifest immediately after a physical 
injury the effect has been produecd not by the physical 
injury itself by the psychic concomitants of that injury. 


The influence of fear and suggestion may be exercised 
at three stages: before the accident, when the person is 
in a state of terror, if only for a brief period; immediately 
after, the physical impact, when he finds himself lying 
on the ground bleeding and in pain, and, for all he knows, 
may be going to die at once; and at a later stage when, 
it having been found that the physical injuries are not 
serious, he is nevertheless sent to bed, certified by his 
doctor to be suffering from ‘‘shock,’’ and treated as if 
seriously ill. Months later this type of patient may come 
up in court stii] claiming to be suffering from ‘‘shock,’’ 
supported by medical evidence, long after physical injuries 
have been forgotten or are represented by healed, non- 
disabling scars. As the belief in the physical causa- 
tion of ‘‘traumatic’’ neurosis is so generally held it is 
desirable briefly to summarize the grounds for the opposite 
opinion. 

In the first place there is no clinical difference between 
traumatic ’’ neurosis and the neurosis resulting from other 
agencies. The anxiety state in the “‘ shell-shocked ’’ soldier 
was found, under treatment, to be identical with the anxiety 
state in the soldier who had broken down during training 
without having .eceived any physical injury, and to have 
its root in the same ultimate type of psychological disturb- 
ance. The injured workman presents no features not 
equally met with in the unscathed. Even with the 
hysterical muscular contractions or flaccid paralyses occa- 
sionally associated with an injury to a limb, the injury 
has done nothing more than determine the seat of mani- 
festation. That it is still the psychic factor which is opera- 
tive is shown by the fact that these affections correspond 
to no anatomical lesions, but to the patient’s conception 
of his injury. 

Another significant point is the well-recognized fact that 
““traumatic neurasthenia’’ is far more likely to be associ- 
ated with slight injuries than with serious lesions, yet if 
physical injury is the cause of the condition it might 
reasonably be supposed that the greater the injury the 
greater the likelihood of the appearance of neurotic symp- 
toms. The explanation usually given of this fact is that the 
neurosis develops to meet a wish—escape from the battle- 
field in soldiers, coinpensation or damages in injured 
civilians—and that the seriously injured person has no 
need to display such symptoms. Wish-fulfilment may be 
a factor in some instances, although I have long been 
sceptical of its playing any material part in compensation 
cases ; exaggeration of symptoms in the hope of obtaining 
a lump sum is not rare, but this is not a neurosis. Another, 
and probably more important, consideration is that the seri- 
ously injured person knows what is the matter with him, 
and is therefore much less likely to have suggestion of 
psychic injury forced upon him. He can see for himself an 
open wound, and he knows what a broken leg means. The 
victim of ‘‘ shock,’’ on the other hand, is suffering from an 
unfamiliar and almost mysterious entity, and it comes to 
him with all the force of medical authority. There are 
reasons for thinking that the use of the term ‘‘ nervous 
shock’’ as a certifiable medical disorder is doing as much 
harm among civilians as did “‘ shell-shock’’ among soldiers 
in the last war. 


Finally we may note that we do not expect to find 
neurotic disorders arising from illness from disease, nor do 
we hear of ‘‘ post-operative neurasthenia.’’ Yet, apart 
from the psychic factors, it is difficult to see why there 
should be any difference between disease and injury in this 
respect. Where, during convalescence, such symptoms do 
manifest themselves, it will, I think, again always be found 
that they are the result in injudicious medical suggestion 
or over-concern of relatives acting upon persons already 
of neurotic temperament. 
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Importance of the History 


If the pathological difference between contusion and 
neurosis is the presence or absence of organic change the 
history of the incident becomes all-important. In cases 
presenting the post-concussional syndrome we expect to 
find, and do find in the great majority of instances, a his- 
tory of injury to the head followed by a period of uncon- 
sciousness, the duration of which may be quite brief. A few 
of our patients presenting typical symptoms of contusion 
stated that they did not lose consciousness; but many of 
those bombed during air raids are dazed and confused at 
the time and can give no reliable account of what happened 
to them. C. P. Symonds (1941) states that the group of 
symptoms forming what he terms the ‘‘ minor contusion 
syndrome ’’ may follow injury to the brain without any 
loss of consciousness, and that their severity and duration 
have no constant relation to the degree and duration of 
the unconsciousness if it has occurred. In a few of our 
cases it was clear that the patient was not unconscious when 
first struck, but became unconscious after being rescued. 
Retrograde amnesia was almost always present. Many of 
the patients stated that their last recollection was that of 
doing something homely—‘‘ making a cup of tea’’ was 
often mentioned—and their next was that of finding them- 
selves in hospital or in an ambulance on the way thereto. 


On the other hand a large proportion of those who 
showed anxiety or other neurotic symptoms had sustained 
no physical injury at all, but had had terrifying experiences. 
Here is a typical case: 


Mrs. A., a middle-class woman, was, previous to being 
bombed, apparently of normal mental make-up. In December 
last eight bombs fell in quick succession in the vicinity of her 
house, and a house two doors away was demolished. Some of 
the plaster fell from her ceilings and windows were broken, 
but she was not hit or cut or physically hurt in any way. She 
was, however, alone in the house and was terribly frightened. 
Later her husband came in, and in the morning they went 
together to see her doctor. He told her that she was suffering 
from ‘‘ shock’’ and ordered her into the country at once. 
She returned in three weeks feeling no better. Examined at 
the end of four months, her most prominent symptom is 
terror, with an urge to micturate as soon as she hears an air- 
raid warning, and at times she has been unable to avoid 
wetting her clothes. 


Other instances have been furnished by members of 
demolition squads or of fire services who, without having 
been physically hurt, have found themselves unable to face 
the terrors of their work. Some describe themselves as 
having “‘ collapsed ’’ while actually fighting fires or engaged 
in rescue work; others have carried on through the par- 
ticular job but have found themselves sick and shaking the 
next day and have been unable to go back to duty. One 
man, who had worked for some months successfully as a 
member of a demolition squad, dated his symptoms from 
an occasion when, while working on one house, he was 
ordered to go to another building which had been destroyed, 
and found it was his own house and that his wife was buried 
in the ruins. 


Some of the neurotic subjects had sustained cuts or 
burns or bruises, but there was not a single instance of one 
of them having also received a severe physical injury. 


In estimating the psychic factors in these cases it must 
be remembered that all the three periods of suggestion of 
injury which, as we have seen, may play an important part 
in ordinary accidents are much accentuated in air raids. 
The antecedent period of terror may last for hours and may 
be very severe in those who have already once been 
bombed. After the crash, instead of the prompt help which 
is the rule in ordinary accidents, the injured person may 
be in a position of danger for a long time and his rescue 


may have to be effected while bombs are still falling and 
buildings are blazing. The person who is unconscious from 
the beginning is saved the last experience. 


The Clinical Pictures 


The clinical pictures in the two groups of cases, though 
superficially alike, are readily distinguishable in most 
instances. The outstanding feature in contusion is the 
headache, which is often associated with giddiness. The 
sufferers complain of it at once, and it may overshadow all 
other symptoms. They describe the pain as of a stabbing 
or throbbing character, or as being like that caused by a 
tight band round the head, and it is the essentially disabling 
factor in the condition, both for physical and for mental 
effort. In neurosis, on the other hand, headache is not a 
typical symptom. It may be complained of, but it is often 
mentioned only at the end of the story, almost as an after- 
thought, and it never has the prominence or the apparent 
severity of the headache met with in contusion. 

Inability to concentrate is the other cardinal symptom 
in contusion, any mental effort tending to make the head- 
ache worse. This symptom is best elicited by encouraging 
the patients to talk freely about their daily affairs—what 
they do to pass their time, whether they help in the house- 
work, etc. Nearly all will say that they cannot read more 
than the headlines in the newspapers, as reading makes 
the headache worse, the eyes sore, and the print become 
blurred. A characteristic feature is the forgetting to carry 
out small intentions. The sufferers go out intending to do 
something, but return without having done it. A woman 
trying to do shopping now finds she must make a list of 
the things she is going to buy. ‘‘I leave my change on the 
counter ’’; ‘‘I paid my fare in the bus and then offered it 
to the conductor again’’; ‘‘I went to stay with a friend, 
and left all my luggage in the train,’’ are other actual 
instances of this condition. The neurotic may complain 
of inability to concentrate, though if he uses these words 
he has probably heard the phrase; but when pressed to 
give specific instances he is often at a loss to find any. He 
becomes vague, and will make some such reply as, ‘‘ Well, 
when I want to do anything.’’ The contused person is 
often abstracted; the neuroti¢ is usually too self-centred to 
leave his luggage in a train. 

Another point of difference is that the victim of contusion 
takes a much more hopeful view of his future than does 
the neurotic. Contusion is an affection from which we 
expect recovery, and nearly all our contused patients stated 
that they felt definitely better than they had done a month 
or six weeks previously. The anxiety state, on the other 
hand, is a persistent disorder, and those suffering from it 
will rarely admit to improvement in so short a space of 
time. 

Finally the general mental attitudes are different. The 
contused person goes straight to his major symptom—the 
headache. The neurotic is often vague. ‘‘ It’s my nerves,” 
“I cannot explain myself,’’ ‘‘I am a perfect wreck,”’ 
frequently his opening complaints; while others dilate at 
once upon their terrors during air raids. As they tell theif 
life stories the differences in their personalities gradually 
reveal themselves. Many of the contused persons have led 
active vigorous lives and seem more concerned about getting 
back to their work than anything else. Two women ambt 
lance drivers seen in succession were obviously minimizits 
their symptoms in the hope that they would be found f 
to resume their duties. Those with anxiety states, on fh 
other hand, belong to the ‘‘ tender-minded ”’ section of th 
community. Many of them show great courage in facili 
their difficulties, but much of this courage must » 
expended in overcoming an internal enemy from whid 
their sturdier brethren are happily free. 
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The two groups described above comprise a large pro- 
portion of the totai and are easily distinguishable, but a 
certain number of cases in which both sets of symptoms 
are present to a variable extent offer some difficulty in 
diagnosis. We have to remember, however, that a person 
already suffering from an anxiety state may sustain con- 
cussion, and the contused person may develop some of the 
indications of the excessive fear reaction now to be 
considered. 

Influence of Fear 


I have so far spoken of ‘‘ neuroses ’’ in rather general 
terms, but there is one condition presenting a very definite 
picture which calls for detailed consideration It was 
shown by a large proportion, certainly not less than two- 
thirds, of the cases classed as neuroses, and it was exhibited 
equally by men and women. These people start off at 

_once by describing the terror they feel as soon as they 
hear an air-raid warning or gunfire. They begin to shake; 
some feel sick—‘‘ my stomach turns over’’ is a frequent 
description—and some even vomit; others have an imme- 
diate urge to micturate, and some have attacks of 
hyperidrosis. They cannot go on with their occupations; 
some feel impelled to rush out into the street; others run 
to the nearest shelter. At night they lie awake listening 
for warnings. Apart from these attacks of terror they have 
no complaints. Under examination they may show a tremor 
of the hands and eyelids and a somewhat quickened pulse. 


Many of these people have led strenuous lives, often 
following occupations demanding judgment and “‘ nerve,”’ 
and no evidence of a neurotic tendency can be found in their 
personal histories. Their occupations have included lorry- 
driving and bus-driving, steel-erecting, tunnelling, plate- 
laying, shunting, etc., and important clerical and adminis- 
trative work. The women have brought up families, run 
businesses, and held responsible jobs. They have carried 
on at their work until the incident occurred which affected 
them, and some express their profound shame at finding 


themselves in their present state. Here are two typical 
instances: 


A man, married, with four children, served in France, 
Egvpt, and Gallipoli in the last war. On discharge with the 
tank of sergeant he became a park-keeper in a London park 
and subsequently head park-keeper. He had a considerable 
staff under him and had important A.R.P. duties in the park, 
which he discharged satisfactorily until one night when a 
bomb fell near but did not physically hurt him. Since that 
date he has been unable to go on with his work as he cannot 
control his terror during air raids. 

Another man served in France in the last war and had a good 
‘record. For twenty years he was a London bus-driver. In 
January of last year bombs fell near him, and he saw another 
bus wrecked and the driver blown to pieces. He cannot now 
drive in London, and has been placed in a quiet outlying dis- 
trict; but whenever he hears a warning he must go at once 
to the nearest urinal, and sometimes wets his clothes. 


These people feel sure that they would be all right if 
they were transferred to a safe district, and there is every 
reason to believe that they will again become normal citizens 
after the war. 


I do not think this condition should be regarded as a 
neurosis at all. It has not the deep-seated foundations of 
an anxiety state and is,simply an accentuation of the normal 
response to threat of danger. The reaction caused by a 
physiological stimulus which is excessive or prolonged is 
apt to be re-evoked when the stimulus is repeated in much 
milder form or even when there is merely a threat of 
Such repetition. Examples are not rare in compensation 
claims. A familiar instance is afforded by the workman 
who once having had a serious fall is afraid to work at 
a height again. A youth who rode a carrier cycle in the 
City recovered completely from a bad accident, with the 
exception that he dared not ride again in crowded traffic. 


Many persons are familiar with the condition in a minor 
form; speaking of a terrifying experience, they will say, 
““It makes me shudder to think of it again.’’ Looking 
back, we can see now that many of the cases described 
as ‘‘shell-shock’’ in the last war fell into this category. 
These symptoms are really in the nature of conditioned 
reflexes, and we can postulate no more about their aetiology 
than that those who display them have a rather greater 
susceptibility to the fear stimulus than their fellow-men— 
a remark, however, which might be made about every form 
of disease. To describe this condition as anxiety neurosis, 
as ordinarily understood, is to suggest for it an aetiology 
for the existence of which there is no evidence. We require 
‘a term which shall simply define the condition without 
making any suggestion as to its fundamental origin, and 
none of our present names meet this need. ‘‘Commotional 
shock ’’ and ‘‘ emotional shock,’’ terms used by Mott in 
the last war, have been recently revived; but the former 
seems to me to amount to concussion, and the latter te be 
our old friend ‘‘ traumatic neurasthenia ’’ under a new 
name. All these words carry implications with them, just 
as did “‘ shell-shock.’’ It would simplify the problem of 
handling these cases if they were lifted entirely out of 
the category of the neuroses; but this can never be done 
so long as they bear a designation indicating a neurotic 
origin. I have been accustomed to describe the condition 
in reports as “‘ exaggerated fear reaction,’’ which leaves 
the question of the aetiology entirely untouched; but a 
Greek cloak is kinder, and I suggest ‘‘ hyperphobosis ’’* 
instead. The condition is not new. Job is our exemplar 
of withstanding adversity, yet he too felt it, and described 
it in the words: ‘‘In thoughts from the visions of the 
night, when deep sleep falleth upon men, Fear came upon 
me, and trembling, which made all my bones to shake. 
Then a spirit passed before my face; the hair of my flesh 
stood up.’’ (Job iv, 13.) 
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SULPHONAMIDE TREATMENT OF 
HYPOPYON ULCER OF 
THE CORNEA 


BY 


I. LLOYD JOHNSTONE, M.C., M.D., D.O. 
Honorary Surgeon, Worcester City and Counly Eye Hospital 


The sulphonamide group of drugs have found a place in 
ocular therapeutics in this country, particularly in the 
treatment of ophthalmia neonatorum. Bellows and Chinn 
(1939) demonstrated that sulphanilamide penctrates to the 
ocular fiuids and tissues in suitable and efficient thera- 
peutic concentration when given by mouth, but not when 
applied topically. Luo and P’an (1940) obtained quite 
different results when they experimented on human eyes. 
Concentration in the aqueous after instilling 1%, sulphanil- 
amide was roughly the same as after oral administration. 
After applying the drug in powdered form the concentra- 
tion in the aqueous was from five to eight times as great. 

The present article is the record of a clinical experiment 
directed against a particularly destructive corneal con- 
dition—hypopyon ulcer. Because the pneumococcus is 
often the organism involved in the condition sulphapyridine 
was chosen as the chief though not the only weapon. The 
experiment began in June, 1939, with the use of sulpha- 
pyridine eye-drops as a 0.07%, solution in saline isotonic 
with the lacrimal secretion. 


* iméppoBos, ‘very fearful, timid” (Liddell and Scott). 
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The results were encouraging without being phenomenal. 
They were a little better than those obtained with the 
usual antiseptics or optochin and in a parallel series of 
cases treated by older methods. No eyes were lost either in 
experimental cases or 1n controls, except those that had 
been severely burned by molten metal. The cases treated 
with sulphapyridine drops had the advantage of quicker 
recovery and less dense scarring of the cornea. Several of 
the control cases failed to clear up or recurred, and were 
inally cured by administering sulphapyridine drops, in 
one case assisted by subconjunctival injection of the same 
solution. In a proportion of the cases sulphapyridine has 
been given orally instead of or in addition to the drops. 

During the last few months a number of really severe 
cases have appeared, and it became evident that only by 
frequent instillation of the drops could the condition be 
prevented from deteriorating. A continuous drip was 
thought to be necessary to effect a cure, and this led to the 
use of sulphapyridine powder just as one uses calomel 
powder in phlyctenular ulcers. By this means 3 cases with 
purulent regurgitation from tear sacs were successfully 
healed; the tear sacs were subsequently removed—2 after 
healing of the cornea and 1 while healing was in progress. 

Subconjunctiva: injections of soluseptasine (10%) have 
been given in a smail number of cases in which there was 
no apparent discharge from the eye and conjunctival red- 
ness was moderate. One case—a typical serpiginous ulcer 
in a coal-miner, with early collection of pus in the anterior 
chamber—was given such an injection and the patient was 
allowed to go home—a risk one could never have taken in 
the past. Two days later the hypopyon had cleared and 
the ulcer had healed. 


Accessory Forms of Treatment 


In addition to the sulphonamide every case has had 
atropine drops and some form of cautery of the ulcer. It 
is true that some cases are cured by these means alone, 
but many eyes have been lost when these forms of treat- 
ment, aided by every art and antiseptic, have been carried 
out. It may be possible to omit cautery of the ulcer when 
using a sulphonamide: that and several other permutations 
and combinations of sulphonamide treatment remain to be 
tried. 

Suggested Routine Treatment 


In the light of experience so far gained the following is 
suggested as an outline of treatment, to be modified as 
further experiment may indicate : 


1. The patient should as a rule be admitted to hospital. 

2. A smear and culture are taken. 

3. Atropine is an essential part of treatment, and cautery 
may prove to be so (see above). 

4. In the absence of purulent discharge, possibly even with 
slight discharge, a subconjunctival injection of two or three 
depots of soluseptasine (10%) or sulphapyridine (0.07%), 
about five minims to each depot, should be given. Possibly 
stronger solutions of sulphapyridine may yet become available. 

5. When the organism is known the appropriate sulphon- 
amide treatment should be chosen. For the pneumococcus, 
sulphapyridine powder should be dusted lightly over the 
cornea three times a day. For a streptococcus, sulphanilamide 
powder may be used or soluseptasine continued as drops or 
by subconjunctival injection. For Staphylococcus aureus, 
sulphathiazole would seem to be the appropriate drug. It 
has been used in the form of drops in this experiment as 
0.1% solution in 1.4% saline, but no definite opinion can yet 
be offered regarding its superiority over sulphapyridine. 

Fine powder (200-mesh) causes no discomfort to the 
patient, though considerable conjunctival redness arises. 
So far the practice has been to precede the dusting by one 
drop of 1% decicaine. Any discomfort complained of has 
been relieved by removal of the pad and bandage. There 


is no need for this dressing unless the cornea erodes deeply 
and requires external pressure. 

The total number of cases treated, apart from controls, 
is 41. Details of cases and comparative tables have not 
been given, as it 1s felt that brevity is preferable at the 
present time. 

The two kinds of drops and the sulphapyridine powder were 
supplied by May and Baker, Ltd., to whom my thanks are 


. tendered. My thanks are also due to the ophthalmic house- 


surgeons and nursing staff at the Guest Hospital and Eye 
Infirmary, Dudley, and to the matron and nurses at the 
Worcester City and County Eye Hospital. 
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THE CALCULATION AND 
PRESCRIBING OF INFANTS’ FEEDS* 


Il. THE NEONATAL PERIOD: PRACTICAL 
POINTS IN THE REGULATION OF FEEDS 
IN MATERNITY HOSPITALS 
AND HOMES 


BY 


HELEN M. M. MACKAY, M.D., F.R.C.P. 


Physician for Diseases of the Newborn to the Mothers’ Hospital ; Atcaber 
of the Staff of the Medical Research Council 


Many experienced sisters in maternity hospitals deal very 
successfully with feeding problems without the aid of any 
schedule of feeding, but their experience has to be bought 
at the price of many mistakes, and is not easily passed on 
to others unless it can be formulated in some general 
principles. At a time when many new maternity homes 
have been established in reception areas, and large num- 
bers of newborn babies must be coped with by midwives 
with occasional help from a general practitioner, some 
practical suggestions may be helpful. 


Routine of Feeding 


Full-term babies are best put to the breast as soon as 
the mother has had some hours’ rest after her labour— 
say about six hours after birth—and thereafter fed at 
regular intervals. But there is no object in keeping the 
baby at the breast for more than a few minutes at a time 
until the milk has ‘‘come in.’’ Three-hourly feeding, 
giving both breasts at each feed until lactation is fully 
established, probably suits a larger proportion of newborn 
babies than a four-hourly routine, but against this must 
be set the greater amount of rest allowed to the mother 
by a four-hour interval. In any case nearly all normal 
babies can be started on five feeds in the day at four- 
hourly intervals before they are a month old. The time 
spent over a feed should never exceed thirty minutes and 
should seldom exceed twenty minutes. Many strong 
babies will soon take all they need in eight to ten minutes. 
Long feeds exhaust baby and mother and generally lead 
to an inadequate intake. 

A common cause of Jethargy and failure to suck is 4 
subnormal temperature. When a lethargic baby develops 
slight oedema one can be fairly sure the temperature has 
fallen to a low level, perhaps on the previous day; mort 
over, if a baby shows little or no loss in weight aftet 
birth he should be examined for oedema. The keeping 
of a temperature chart for each baby in the maternity 
ward is strongly advised. Underfeeding, too, is often 3 
cause of lethargy and poor sucking, and hence may estab 
lish a vicious circle; but every lethargic baby merit 


* Part I of this paper appeared in last week's issue at page 841. 
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careful consideration, as failure to suck satisfactorily is 
a symptom in many pathological conditions in the new- 
born, including intracranial trauma. Midwives are gener- 
ally familiar with the necessity for having mother and 
baby in a comfortable position during feeds and with the 
fact that in the early days many babies need gentle 
encouragement to suck, and know that if the breast is 
hard and yields with difficulty manual expression may be 
temporarily necessary. 


Quantitative Requirements during the First Ten 
Days of Life 


Daily weighing of the newborn baby is much to be 
desired in order to ascertain his progress. If a breast-fed 
baby is making satisfactory progress and showing norma] 
vigour it is unnecessary to attempt to regulate his intake, 
as he will do this quite well for himself. Test feeds are 
desirable, however, if he is not sucking well, if he is not 
gaining weight fairly steadily from 3 days old, if he loses 
more than, say, 8% of birth weight (or about 1} oz. per 
pound birth weight), or if he vomits or passes an excessive 
number of stools. If accurate scales are not available a 
rough estimate of the day’s intake may be made by 
expressing and measuring the whole of some feeds. 


I have suggested a formula based on the baby’s birth 
weight whereby an approximate estimate can be made of 
the calorie requirements for the first ten to fourteen days 
of life (Mackay, 1941). On the seventh day (6 days 
old) and during the second week of life the requirement 
for twenty-four hours is assumed to be 50 calories per 
pound birth weight. This calorie allowance is divided by 
7, and, on the first day of life the baby is allowed 
1/7 of 50 calories per pound birth weight, with an increase 
of the same amount daily until 6 days old.. On this basis 
a baby by the second week of life would receive 23 oz. 
of breast milk per day per pound birth weight. A pre- 
mature baby doing well and seeming hungry would be 
allowed more by the end of the second week, all increases 
being made gradually. As an example, a baby 4 lb. at 
birth should, according to the formula, have 200 calories 
on the seventh and subsequent days, or, in order to have 
a figure divisible by 7, let us say 210 calories; during the 
first day he would receive 30 calories, or 1} oz. of breast 
milk, and this would be increased by 30 calories daily 
till he reached 210 calories, or 103 oz. of breast milk, daily 
at 6 days old. This formula has been shown to give 
good results with hand-fed premature babies, but it must 
be remembered that most of the hand-fed premature 
babies were started on human milk from another mother. 
The normal full-term baby, however, fed on the breast, 
and making normal progress, gets considerably less than 
the formula requirement during the first two days of life, 
but after that period his average intake is somewhere 
around that shown by the formula, with large individual 
variations resulting probably in part from variations in 
the calorie value of colostrum and early breast milk (Lang- 
stein, Rott, and Edelstein, 1913). If it is known that a 
mother cannot feed her baby, and that consequently he 
has to be hand-fed from the outset, he may be fed in 
accordance with the schedule from the first day It breast 
milk is available. A rather slower start is gencrally 
necessary if he is wholly artificially fed, and no harm is 
done by giving water only io a healthy full-term baby 
during the first twenty-four hours if so desired. 


Calorie Value of Colostrum and the Use of “ Standard ”’ 
Mixtures of Artificial Feeds 


For practical purposes the round figure of 20 calories 
per fluid ounce can be taken as the average calorie value 
of colostrum and early breast milk, like that of milk after 
lactation is established. The differences between indi- 


vidual samples may be large, particularly during the first 
few days after parturition, and it is said that on the first 
day the calorie value of colostrum may even be double 
the average value for breast milk (Langstein, Rott, and 
Edelstein, 1913). On this ground it would seem illogical 
if artificial feeding has to be adopted, to give the new- 
born infant dilute feeds of low calorie concentration. In 
practice it is found that if this is done the baby 1s apt to 
receive an insufficient amount of food because he tires 
before he has taken the large bulk necessary. Babies from 
the first day of life can usually take and tolerate feeds of 
suitable character with a calorie value of 20 per fluid 
ounce, provided the quantities are carefully graded; and 
when artificial feds have to be given I strongly advocate 
the use of ‘‘standard’’ mixtures of this calorie value (see 
Part I, p. 842), whatever the infant’s birth weight. The 
quantity of artificial food must always be carefully graded, 
however, with no sudden large increase. For example, if 
till the fourth day ot life the infant has been put to the 


breast but has obtained little food he should start with a ~ 
small supplement, and not suddenly receive the full allow- . 


ance given in the schedule of feeding for this age, or an 
upset and a loss of weight are risked. As to the charac- 
ter of the feed, I suggest for premature and feeble babies 
sweetened condensed milk, 1 in 5 by volume, and for 
vigorous full-term babies half-cream dried milk with 
sugar—either the powder already sweetened by the manu- 
facturer and containing about 27%, of the calories in added 
lactose, or unsweetened milk powder to which sugar must 
be added when the feed is mixed. If these are not avail- 
able, and full-cream dried milk must be used, a large 
proportion of the food must be given as added sugar in 
order to render it as easily tolerated as possible. Of the 
calories ordered 50% may be in the form of added sugar, 
in which case the feed would consist of equal volumes of 
“standard’’ dried milk mixture and ‘‘standard’’ sugar 
solution. But the use of full-cream dried milk entails a 
careful watch for any symptoms of digestive disturbance 
which necessitate reduction of intake. Since roller-process- 
dried milk with its poorly emulsified fat must always be 
freshly mixed with water for each feed, the quantity mixed 
will often have to be in excess of that required for a very 
young baby, since it is impossible to measure fractions of 
a drachm of dried milk with any semblance of accuracy. 
In the case of premature and feeble babies no artificial 
feeds can approach the results achieved with breast milk. 


Vitamin and Mineral Adjuncts 

Vitamin D in some form should be started as soon as 
the baby is well established on his full calorie require- 
ments, except during the summer, when it need not be 
given to full-term babies lying out of doors daily. Vitamin 
C should be started next, and it is desirable that all babies, 
breast-fed and bottle-fed, should receive an iron supple- 
ment from about 2 till 12 months or more old. 


The Use of Feeding Tables: (a) For Full-term Babies 

The use of feeding tables, such as those here given, 
saves time and trouble in repeated calculations, and in a 
maternity hospital such tables hung in the ward kitchen will 
do much, provided they are intelligently used, to keep the 
feeding on the right lines. It is assumed that all foods 
given provide 20 calories per fluid ounce. In Table I 
are shown the volumes of food, according to the schedule, 
required for babies of different birth weights for each of 
the first seven days of life. The total for eacn iwenty- 
four hours is given and also the voluime required in each 
feed, according to whether five feeds or six are taken in 
the day. For breast-fed babies such a schedule is chiefly 
of use from 3 days old and onwards for checking the intake 
if they are not making norma] progress, and should 
prevent mistakes in diagnosis between overfeeding and 


‘ 
ly 
q 
4 
s, 
ot 1 | 
: 
i 
ire 
3 
ye 
the 
| 
2 
. 
4 
¥ 
iq 
| | 
. 
a 


890 June 14, 1941 


PRESCRIBING OF INFANTS’ FEEDS 


THE Britis 
MEDICAL JOURNAL 


Tasie 1.—Scheme of Feeding for the First Seven Days of Life (Quantities to Nearest Quarter-ounce) 


; 2nd Day ot Lit 3rd D. t Lif 4th D. { Lif 5th Day of Lif 6th D f Lif 7th Day of Li 
Age: | IetDayofLife | Day Old)” | Days Od) Days Old) | (4 Days Old) Days Old)” | Days’ Old)" 
2 3 4 7 
a 7 7 7 7 7 7 7 
In 24 Per In 24 Per In 24 Per In 24 Per In 24 Per In 24 Per In 24 Per 
Hours Feed Hours Feed Hours Feed Hours Feed Hours Feed Hours Feed Hours Feed 
54. | 6 54 | 6f 54. | 6f 54. | 
oz. oz. = oz. oz. oz. oz. oz oz, oz. oz. oz. oz. oz. 
5 @ 34 (3) 54 | (D 7 (4) 9 qa) | 1 103 | (24) a 123 (24) | 2 
5} 2 (3) (i) 6 ap] 240) 7 4 93 | (2) 113} (23) 13 2 
6 24 44 i| 64 103 24 1 12 24 15 3 2 
64 24 43 1 i 7 1 1 93 13 1 Ws 24 2 13. 2 2 164] 34 
7 2 5 1 74 1 1 10 2 1 124 2 2 15 2 133 3} 2 
73 5. 8 1 1 103 2 laf 2 24 16 34 2 18 
8 2 5 Fi 1 83 1 1 1! 2 2 14 2 23 174] 3 3 20 4 
83 3 6 14 1 9 1 | 12 2 2 154 3 BI 18 g 3 214] 44 
9 34 : 6 14 1 93 2 1 12 2 2 16 34 23 | «193 | 3 34 22 
95 3 ; 6 1} I} 104 2 | 134 2 2 17 34 23 204 3 23 4 
10 3 : 1 7 14 441 24 1 14 2 2 173 34 21 at 3 25 
Calories Calories Calories Calories Calories Caiories Calories 
Per lb. birth weight .. 7 1s 21 29 36 43 50 


The volumes shown in this table are based on the assumption that all feeds given provide about 20 calories per fluid oz. Normal breast-fed babies take 


less than the quantities shown on and second days of life. No breast-fed baby progressing satisfactorily should be given a supplement. Babies 
wholly artificially fed should have a rather slower rate of increase than*that here shown. f 
i 
underfeeding—mistakes which are not infrequent. The they should be emptied by hand. If a mother lacks con- t 
figures for the first three days can be used for the prescrib- fidence in her ability to feed her baby this may be a t 
ing of feeds for babies who have to be hand-fed through- reason for avoiding supplements when possible. Big i 
Ls out, though if no breast milk is available the increase should babies, weighing 8} Ib. and more at birth, often require ii 
usually be rather slower than that shown in the table. temporary supplementing of their feeds until the breast | 0 
It should be carefully explained to nurses that it is not secretion adjusts itself to their larger needs. An infant t 
desired to adhere to any schedule rigidly, that in the first should not be discharged from hospital or pass to the fi 
two or three days of life normal breast-fed babies do not mother’s unaided care while he is underfed. A mother |! s 
take the quantities shown in the table, and that babies finding that her underfed baby is ‘‘ not getting on ’’ often Me 
making normal progress on the breast should certainly abandons breast-feeding in the second fortnight after par- if 
not receive supplements up to this schedule; also, as turition, whereas, with a temporary supplement, full breast- | n 
artificial feeds are less easily tolerated than the breast, feeding could often be resumed. If a supplement is given, | it 
supplements should always be started gradually. s should sought in reducing 
The ordering of supplements for breast-fed babies in the 
high proportion of babies discharged from hospital wholly u 
first ten days of life involves various considerations. : 
breast-fed are valueless unless it can be shown that the b 
Generally speaking, a baby losing weight after the third A 
day on account of underfeeding should have a supplement, 8 8 5 ; 
but to this there are many exceptions. Some lethargic (b) For Premature Babies \ 
i babies, when given supplements, tend to suck the breast Table II sets out a schedule of feeding for premature 
ey less vigorously ; but more commonly letkargy is increased babies, calculated from the formula. Some such table is fe 
: by keeping the baby underfed, and vigour and sucking essential in a busy maternity ward, as the time consumed it 
i improve with the giving of a supplement. Great care in calculating each day’s feed for each premature baby ” 
{ must be taken to ensure complete emptying of the breasts, is wasteful, and mistakes are likely to be common. Here he 
and if the baby does not do this with gentle encouragement _again the table is intended as a guide only: a baby wholly : 
| its 
Taste I1.—Scheme of Feeding for Premature Babies in the First Week of Life | if 
Food by Formula Daily Feeds: Number X Volume in Drachms (Calories in Parentheses) 4 \ 
Weigh Foodin 
Beth On 7th Day In 7 Days Daily Increase 
Ist Day 2nd Day 3rd Day 4th Day 5th Day 6th Day 7th Day Calories) 
! Day Old | 2 Days Old | 3 Days Old | 4 Days Old | 5 Days Old | 6 Days Old 
Calories Oz. Calories | Calories ) ch 
pprox. 
un 
2 Ib. 100 5 400 14 3 12x 4=6] 12x1 =12 | 12x13=18 | 12x2 =24] 12x24=30 | 12x3 =36 | 12x3}=42 21 be 
(15) (30) (45) 60) (75) (90) (105) (420) 
125 64 500 18 1 12x 4=6] 12x =12] 12x2 =24| 12x23=30 | 12x3 =36 | 12x 34-42 | 12x4 —48 2 me 
(15) (30) ( (75) 90) (105) (120) (495) to 
3 150 73 21 | 12x) =12] 12x1$=18 | 12x2 =24] 12x3 =36 | 11x4 =44] 10x5 =50 | 10x6 =60 
i (30) (60) (90) (110) (125) (150) (610) ho 
3} 175 83 25 13 12x 1 12x2 =24 | 12x2$=30] 12x3$=42 | 11x5 =55] 10x6 =60 | 10x7 =70 sh 
75 (105) (125) (150) (175) (720) . 
200 10 29 =12 12x2 =24]| 12x3 =36] = 10x6 =60 | 10x7 =70] 8x10=80 ho: 
(30) ) (120) (150) 175 (200) (825) 
225 113 32 10x 1$=15 8x5 =40 6 =48| 8x8 7x13=91 45 at 
; G7 (62) (100) (120) (160) (227) (898) is 
250 123 1,000 36 12 8x2 =16] 7x4 =28| 7x6 =42| 7x8 7x10=70| 7x12=84] 6x16=96 
(40) (70) (105) (140) (175) (210) (240) - (980) Th 
275 1,100 . 39 8x2 =16] 7x5 =354 7x7 7x9 =63| 6x16=96 x 18=108 554 bef 
(40) * 67) (122) (157) (197) (240)° (270) | 0,113) 
giv 
} All feeds to provide 20 calories per fluid ounce. Supplements providing vitamin D and vitamin C should be started cautiously as soon as the baby is fide 
‘ established on his feeds, and iron should be started before he is 2 months old. 
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artificially fed, or one who takes unwillingly and is inclined 
to vomit, or who has some abdominal distension, must 
have a slower increase; a baby obviously hungry and pro- 
gressing well on breast milk may have the quantities tele- 
scoped, so that he receives 50 calories per pound birth 
weight by the sixth or even the fifth day. Whether the 
calorie allowance for the day ‘is divided into a smaller or 
a larger number of feeds must depend on how easily the 
feed is taken. Abdominal fullness is probably the com- 
monest early sign that the baby is getting rather more than 
be can well tolerate. 

Many small premature babies have temporarily to be 
fed with pipette or spoon, or possibly with an oesophageal 
tube. Often administration of carbon dioxide and oxygen 
through a double nasal catheter for five to ten minutes 
before feeds increases depth of respiration, brings about 
better expansion of the lungs, and thereby increases the 
baby’s vigour and kis ability to suck. As premature babies 
are particularly likely to suffer from dietetic deficiency, 
vitamin D, vitamin C, and iron should be given early and 
regularly. 

Extra Fluid 


Some extra fluid over and above that contained in the 
feed is essential if the best results are to be obtained and 
inanition fever avoided. A full-term baby taking from 


the breast requires water given regularly for the first three 


to seven days, and continued thereafter if the baby takes 
it readily, as he probably will in hot weather or if living 
in a very warm room. The quantity will depend largely 
on the baby’s desire to take, but should generally amount 
to 3 oz. to 4 oz. daily from the second to the fourth or 
fifth day of life. In my opinion it is undesirable to give 
sugar in the water. 


- Premature babies for the first five days of life should, 
if possible, be given extra water amounting to about as 
much as they get in their feeds: as the size of the feeds 
increases the amount of extra water can be decreased. 
This water is better given between rather than in the feeds, 
as big bulks are more likely to be vomited, and as it is 
undesirable to let the food allowance drop because the 
baby tires before he takes the whole of a large volume of 
fluid. 
Day Sheets 


If the best results are to be attained with premature and 
feeble babies full records are essential. For this purpose 
it is desirable to supply the nurses in maternity wards with 
ruled sheets for each infant, on which to record in columns 
hour by hour anything of importance. The records should 
include the quantity of food taken at each feed; extra 
fluid given, and its amount; each stool, and if abnormal 
its size and consistency; all vomits; the temperature record, 
if possible four-hourly; the baby’s weight at the same time 
each morning; and any symptoms noted. 


Discharge of Babies 


If it can possibly be avoided babies should not be dis- 
charged from hospital and maternity homes underfed or 
until they are making satisfactory progress. They should 
be having not more than six feeds in the day: night feeds 
mean insufficient sleep for the mother. The conditions 
to which a baby is going should be inquired into: is the 
house intact?; will he be sleeping in a wet Anderson 
shelter or under a railway arch?; is there infection in the 
home?; can the mother obtain any needful artificial food 
at once, and are her financial circumstances such that she 
is entitled to obtain free milk for herself and the baby? 
The mother should herself have fed and washed the baby 
before discharge and have mixed any artificial feeds being 
given, so that she can undertake these things with con- 
fidence in her own home. If possible, the premature baby 


should be getting its full requirements of vitamin D, vita- 
min C, and iron before discharge, so that the feeding may 
be something like plain sailing for the mother. 


Summary 
The routine feeding of newborn babies is discussed, and a 


‘formula is suggested whereby their approximate daily calorie 


needs can be calculated. The advantages are indicated of 
standardizing artificial feeds so that they contain 20 calories 
per fluid ounce. Feeding tables are given whereby the food of 
babies in the neonatal period can be ordered or checked, 
and indications for supplementing the breast milk intake are 
discussed. 
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Medical Memoranda 


An Unusual Sign in Fractured Skull 


The following case may be considered worthy of record on 
account of its rarity. 
Case REPORT 

A man aged 45 was admitted to hospital with a history of 
having fallen off a bus twenty minutes previously. He was 
semi-comatose, restless, and incoherent. The pulse rate was 
100 and the blood pressure 120/80. The pupils were equal 
and active. Movement of limbs was apparently full. 
Babinski’s sign was absent. There was bleeaing frem the leit 
nostril, and he vomited once soon after admission. 

Two hours later he was conscious and showed retrograde 
amnesia, remembering nothing after waiting for the bus. He 
complained of headache only. Lumbar puncture produced 
pure blood only. Radiographs revealed a fissured fracture of 
the occipital bone running down from the foramen magnum to 
the right of the middle line. Forty-eight hours after admission 
there was “ oedema” of the whole scalp, with pitting on 
pressure. The swelling extended from occiput to sinciput, but 
did not spread beyond the supra-orbital ridges. There was 
no scalp wound, no obvious haematoma, and no localized 
inflammatory swelling such as is seen in Pott’s puffy tumour. 
Twenty-four hours later the oedema had gone. He now com- 
plained of dimness of vision of the right eye, and investiga- 
tion disclosed a complete vitreous haemorrhage with absence 
of the red reflex. The left fundus showed swelling of the 
nerve head to the extent of about 2D. 

Lumbar puncture sixteen days after admission revealed clear 
fluid with no abnormal features except a stronger Fehling 
reaction. By this time there was a slight return of the red 
reflex on the right side with some corresponding return of 
vision, an] the swelling of the left disk was subsiding. The 
headache improved slowly, and on discharge after seven weeks 
the patient did not complain of anything except slight 
giddiness and defective vision in the right eye. 


Discussion 
The only similar case record found in the literature is that 
of a child reported by Gottlieb (Medical Record, 1925, 142, 
911), in which with a fracture of the occipital bone there was 
a progressive swelling of the scalp and face attributed to an 
escape of cerebrospinal fluid extending into the subaponeurotic 
tissues from the epicranial space and thence to the sub- 
cutaneous tissues Gottlieb suggests the name “‘ cephal- 
hydroma "’ or ‘‘ extracranig] hydrocephalus ’’ for the condition. 
He was able to show radiographic evidence of fluid beneath 
the scalp, and though this proof is missing in our case it 
would seem likely that the condition is of the same nature. 
P. N. Cutner, M.B., F.R-C.S.Ed. 


London, W.1. W. Lees Tempreton, M.D. 


J. Parks (Amer. J. Obstet. Gynecol., 1941, 41, 714), who 
emphasizes the rarity of true diphtheritic vaginitis in the 
adult, records a case of isolated diphtheritic vaginitis in a 
woman aged 22. The diagnosis at first made was acute 
bartholinitis and secondary syphilis, until the patient passed 
a cast of the vagina in which virulent diphtheria bacilli were 
found. Rapid healing followed injection of diphtheria anti 
toxin. Generalized constriction of the vagina ensued. 
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WILFRED TROTTER’S WRITINGS 


The Collected Papers of Wilfred Ivotter, F.R.S. Oxford 
Medical Publications. (Pp. 194. 10s, 6d. net.) London: 
Oxtord University Press. 1941. 


In every profession there is often a striking discrepancy 
between the popular estimate of a man and the opinion held 
of him by his colleagues. Of this Wilfred Trotter was an 
outstandingexample. Toolittle known by the outside world, 
he was regarded in the profession as having perhaps the 
finest mind in twentieth century British medicine. The more 
closely men were associated with him the greater was their 
admiration, sometimes reaching ‘‘ this-side idolatry.’’ For 
his great gifts were equalled by his high character. The 
unusual combination of the mind of a philosopher with the 
hands of a surgeon gave him a singular intellectual poise, 
wisdom, and breadth of view. The publication of his 
Collected Papers is therefore timely and most welcome. 
Those who heard his Hunterian Oration will be glad to 
recapture the spell of that occasion, remembering the 
fascinated audience in the crowded theatre to whom he said, 
‘‘ Nothing brings more certain conviction of a man’s death 
than his memorial... . No piety after their death can equal 
in effectiveness a receptive and sympathetic understanding 
[of great men] during their lives.’’ In that respect he was 
fortunate in his own lifetime. 

In addition to valuable arinbeboaenl studies this book 
gives the clue to his general outlook, which we will 
endeavour to summarize. He held that at no time in the 
history of the intellect has the sanitary work of destructive 
criticism been more needful, yet he succeeded in making 
this both illuminating and inspiring. The instinctive 
reaction against a novel idea he explained as due to a sub- 
conscious feeling that a new truth involved a threat to the 
personality. To him a medical career appeared desirable 
because it is possible in it ‘‘ to pursue the dying ideal that 
an occupation for adults should allow of intellectual free- 
dom, should give character as much chance as cleverness, 
and should be subject to the tonic of difficulty and the spice 
of danger.’’ It is a practical art, and although we must 
trust to the laboratory rather than to mere observation for 
further advances in it, ‘‘ the affectation of scientific exacti- 
tude in circumstances where it has no meaning is perhaps 
the fallacy to which medicine is now most exposed.’” ‘‘ A 
practical art which pretends to be applied science does not 
thereby show itself to be progressive, it only shows itself 
to be quackery.’’ ‘‘ The exactitudes of science call for the 
elimination of human faculty as far as possible; the lack 
of exactitude in the practical art calls for the use and 
expansion of human faculty as far as possible.’’ Yet, he 
maintains, we cannot trust to the intellect alone, for 
psychology has shown that it is after all no more than a 
human organ with preferences and caprices like the 
stomach. 

The consequences of the confident and uncontrolled use 
of reason in medicine have been gloomy enough; applied 
to the general affairs of life the results have been even more 
dreadful. Guided by such master hands as Aquinas, Calvin, 
Hegel, and Marx, the intellect has shown itself more deadly 
than cholera or bubonic plague and far more cruel. 
Philosophy has been cultivated by many of the ablest 
minds. “‘ It has evolved innumerable systems each ration- 
ally proved by its founder to be true and all inconsistent 
with one another. An experiment that has gone on failing 
for 2} millennia may well make us wonder whether the 
apparatus is adequate or the method sound.’’ It is not 
surprising therefore that in recent days we are sometimes 
advised actually to abandon the use of reason; but this is 


more often founded on a dislike for its conclustons than 
on doubts of their validity. Reason is an instrument which 
is powerful but awkward to handle; like any other instru- 
ment it is subject to error. We have to learn how to 

““ calibrate the intellect ’’ for the contemplation of ordinary 
experience. This problem, his son tells us in a brief intro- 
duction, occupied Wilfred Trotter’s mind in the last years, 
If his health had permitted him to elaborate his ideas for 
making the human mind an instrument of greater prac- 
tical use it might have proved his most considerable 
achievement. 

It is impossible in this summary to convey an adequate 
sense of his clarity of thought and beauty of expression. 
To watch Wilfred Trotter’s mind in action was a humbling 
yet salutary and even exhilarating experience. We may 
apply to himself the words he used about John Hunter: 
he worked “ faithfully, in purity of heart, and with utter 
devotion to truth.’’ 


INDUSTRIAL MEDICINE 


Outlines of Industrial Medical Practice By Howard E. 
Collier, M.D.Ed., Ch.B. (Pp. 440. 21s. net.) London: 
Edward Arnold and Co. 
To those who are engaged in industrial medical practice 
it becomes more and more apparent that as a branch of 


‘medicine it has become so comprehensive that it cannot 


be covered adequately by the experience of any one person. 
The author of this book, however, has valiantly attempted 
by himself to cover the whole of the subject, and _ this 
has inevitably led to some inequality of treatment. The 
subjects discussed are grouped under the headings of 
executive duties, advisory functions, industrial psychology, 
industrial medicine, and industrial forensic medicine. In 
some parts the book shows evidence of a lack of first-hand 
experience of industrial medical practice. For example, 
the Thomas splint is advocated as the best method of treat- 
ing lower limb fractures by first-aid workers in the ambu- 
lance room, and the author proposes that all workers found 
to have a temperature of 98.6° or over should be sent home; 
in neither instance is this advice practical. The statement 
that medical examination of new entrants produces a fall 
in labour turnover in almost all factories is misleading ; and 
is the author on safe ground in recommending that industry 
should supply vitamins for night workers? The chapter 
on industrial psychology does not make a difficult part.of 
the subject very much easier for the reader. The section on 
industrial diseases is the best part of the book, which cor- 
cludes with a summary of the various Acts applicable to 
industrial medicine. 


SURGICAL PATHOLOGY 


A Textbook of Surgical Pathology. By Charles F. W. 
Illingworth, M.D.,; Ch.M., F.R.C.S.Ed., and Bruce M. 
Dick, M.B., F.R.C.S.Ed. Fourth edition. Churchill’s 
Empire Series. (Pp. 728; 300 illustrations. 38s.) 
London: J. and A. Churchill, Ltd. 1941. 


Although the medica! student is not of necessity the best 
judge of a good textbook, yet he has a very shrewd idea 
of its general teaching value, and if a book reaches 2 
fourth edition in less than ten years it may be accepted 
that it must at least offer what the student requires. This 
is certainly true of Illingworth and Dick’s Textbook of 
Surgical Pathology, of which a fourth edition has appeared; 
but, in addition, quite apart from the student’s point of 
view, this volume is recognized as an excellent exposition 
of the subject. 

A book intended primarily for students should be clearly 
written in good language, free from ambiguity, well illus 
trated, and, above all, the balance between the various 
sections and between. different views: of any one subject 
must be fairly held. Judged by all these standards, this 
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textbook emerges with flying colours. We have tested 
the information provided by reference to many subjects, 


‘new and old, over the whole range and always found a 


completely satisfying account, free of verbosity but not 
unduly skimped. The proportionate space devoted to 
different subjects has obviously received very careful atten- 
tion, so that while the rare conditions receive a short notice 
there is no tendency to overload the book at the expense 
of more important aspects of surgical pathology. This 
careful balance is one of the outstanding features of the 
book; it is doubtful if the authors’ judgment in this respect 
could be improved. 

There are some 300 illustrations, mostly of high quality, 
but if one were searching for criticism it could be that 
-some of the radiographs have not reproduced very clearly, 
a widely recognized difficulty which can be overcome only 
by the use of full art paper with all its attendant disadvan- 
tages. The general production of the book reaches the 
usual high standard of Churchill’s Empire Series. We feel 
no hesitation in recommending it to the student, and to 
the surgeon who wishes to brush up his knowledge and 
to obtain a balanced statement on the new aspects of the 
subject. 

HUMAN EMBRYOLOGY 

Developmental Anatomy: A Textbook and Laboratory 

Manual of Embryology. By L. B. Arey, Ph.D., Sc.D., 

LL.D. Fourth edition, revised. (Pp. 612; illustrated. 

35s. net.) Philadelphia and London: W. B. Saunders 

Company. 1940. 


The fourth edition of Arey’s Developmental Anatomy is 
described by its author as ‘‘ essentially a new book.’’ It is 
well and very fully illustrated, and it covers within the 
limits of 612 pages nearly the whole field of human develop- 
mental anatomy, with in addition a valuable series of 
illustrations of sections and models showing some of the 
most important stages of development in chick and pig 
embryos. At the end of each chapter there is appended a 
valuable list of references to literature. This, though by 
no means complete, is sufficiently full to enable the reader 
to find further and more detailed information on special 
subjects. 

The work regarded from the standpoint of medical or 
science students is certainly one of the best textbooks on 
human embryology. One misses, however, much interest- 
ing matter, which is dealt with more fully in some of the 
older textbooks, more especially the practical details which 
are necessary from the clinical standpoint in order to 
understand fully and to treat congenital defects of such 
parts as the lips and palate, the spinal cord and the 
vértebral column, and of special organs or systems such as 
the eye or uro-genital apparatus. Also from the biological 
standpoint this work lacks much of the interest that is 
inspired by some of the earlier works, which by a few words 
of reference to comparative anatomy or comparative 


_ embryology whet the appetite for further information and 


extended study. As a well-ordered, dogmatic exposition 
of the facts of human embryology this book forms, however, 
a masterly survey of recent work on embryology which 
deserves the highest commendation, and it will be of great 
value both to students and to research workers. 


Notes on Books 


The outstanding success of Dr. A. E. HER1TzLER'S Horse and 
Buggy Doctor has encouraged him to embark on the admittedly 
risky enterprise of a sequel. His title, The Doctor and His 
Patients (John Lane, 12s. 6d.), is rather misleading, because, 
as he tells us in his preface, the book deals with one aspect 
only—the complications of marital and family relationships. 
His outlook has been largely conditioned by the loss of a 


much-loved daughter, which has led to a highly protective 
attitude towards children and adolescent femininity. That the 
well-ordered life of a family united by love is the most satis- 
factory state in the world is true; that it is difficult to attain, 
these pages amply testify. The author is obviously well- 
meaning and sincere, and much, though not.all, of his advice 
is sensible. Most medical men have had unpleasant patients, 
but Dr. Hertzler seems to have specialized in them. To his 
question, ‘‘ Why are allegedly Christian people so interested 
in the sordid things of life? ’’ we would reply by another— 
Why publish 316 pages chiefly devoted to their description? 
Repetition becomes wearisome and blurs the intended effect. 
It may be urged that he knows his public and the way in 
which to impress them. Some people may like the discussion 
of the most delicate topics in language reminiscent of Damon 
Runyon. We don’t. 


Notwithstanding all the difficulties of to-day in Britain, 
The Public and Preparatory Schools Year Book for 1941 has 
made its appearance in customary size and shape, and is 
published by H. F. W. Deane and Sons at 10s. 6d. This 
reference work, invaluable to schoolmasters and parents, has 
served its public for fifty-two years. The new edition records 
the moves, necessitated by the war, of twenty-nine public 
schools and 160 preparatory schools to temporary addresses. 
Besides authoritative information about all the public schools 
represented on the Headmasters’ Conference or belonging to 
the Association of Preparatory Schools, whose official book it 
is, the volume contains particulars about the universities and 
guidance on careers, including useful notes on the medical and 
dental professions. 


Preparations and Appliances 


SCREENING CUBICLE FOR SHORT-WAVE DIATHERMY 


Before the war short-wave diathermy was finding an increasing 
application in medicine. There was some complaint that the 
apparatus used interfered with radio reception, especially tele- 
vision, but efforts were being made to find a solution of the 
difficulty. A short-wave apparatus radiates energy over con- 
siderable distances, and any radio receiver adjusted to its 
frequency can pick it up. With the outbreak of war the 
expected interference of these sets with the radio communica- 
tions of the Services led to the promulgation under the Defence 
of the Realm Regulations of the Control of High Frequency 
Apparatus Order, which applies to ‘‘ any apparatus that 
generates or uses and has a maximum output exceeding 10 
watts at a frequency exceeding 10,000 cycles per second, not 
being wireless transmitting apparatus.’’ Thus the possession 
of diathermy apparatus, both long and short wave, valve- 
operated or of the spark-gap type, was restricted to approved 
hospitals and similar institutions and made conditional upon 
the provision of screening in accordance with official specifica- 
tions. Details of screening methods have been published by 
the Engineering Department of the G.P.O. (Radio Branch). 


In some circumstances the screening of a whole room, with 
a supply of filters for every electrical circuit, may be expen- 
sive and difficult. Philips Lamps Ltd. of Century House, 
Shaftesbury Avenue, W.C.2, have constructed a cubicle which 
complies with the G.P.O. instructions. It can be of any 
size, but a convenient one will be 6 ft. in each dimension. 
It is constructed of sheet metal and 1/4-in. wire gauze. If the 
cubicle is required to stand in the corner of a room.the two 
sides against the wall may be made entirely of sheet metal 
instead of sheet metal in the lower half and wire mesh in the 
upper, the panel arrangement minimizing the wire cage effect. 
The mains suppression filter and the metal-sheathed lead to 
the plugs are provided, and the door is of wire gauze with 
two locking handles to give good contact. There is room in 
the cubicle for massage couch, chair, apparatus, and the 
necessary movements of the operator. The cubicle is sectional, 
so that it can be easily dismantled and re-erected or additional 
sections added to permit it to contain more than one apparatus. 

The screening cubicles can only be supplied to recognized 
hospitals or institutions which can quote the number of their 
permit from the Engineering Department of the G.P.O., and 
the restriction upon possession by private practitioners of high- 
frequency apparatus still holds good. 
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ELIMINATING USE OF SURGICAL SPIRIT 


We referred not long ago! to the impulse which has arisen 
to overhaul aseptic and antiseptic technique. Prevent- 
able sepsis has repeatedly been attributed to defects in 
time-honoured methods of sterilization, and war surgery, 
both by its very nature and owing to conditions in which 
it is sometimes conducted in improvised hospitals, has 
provided a field in which the effects of imperfect tech- 
nique soon become abundantly manifest. Although 
war has magnified the problem for us, it exists under 
normal conditions and has recently caused much 
concern in the U.S.A.; the text of our previous editorial 
was the report of a Congress of the American College 
of Surgeons at which methods of sterilization and their 
improvement were discussed from many standpoints and 
for several days. A remarkable feature of this report 
was the extraordinary diversity of method employed for 
sterilizing instruments, and the principal speaker draw- 
ing attention to this urged the College whose members 
he was addressing to undertake the official standard- 
ization of satisfactory measures for this purpose. 
Sterilization technique has hitherto been left too much 
to the discretion of nursing staffs in theatres and else- 
where, and although some of their traditional methods 
are open to criticism, these have been so long established 
that they will not readily be changed without the 
backing of wide authority. 


It sometimes happens that an overdue reform is 
precipitated by unforeseen circumstance, and that 
circumstance has arisen with us in the form of an acute 
shortage of spirit. The supplies of alcohol, and indeed 
of all other solvents and substitutes for it, are low, and 
consumption for surgical purposes will have to be 
drastically reduced forthwith. The War Wounds Com- 
mittee of the Medical Research Council has therefore 
considered in some detail the measures which can be 
taken to economize in the surgical use of spirit, and, 
as spirit is extensively used in various ways for purposes 
of sterilization, the efficacy of alternative methods has 
also had to be considered. This situation has in fact 
called urgently for decisions on matters which have been 
the subject of leisurely debate and varied practice for 
many years. Not only have these matters been dis- 
cussed, but where information was incomplete or any 
doubt existed actual tests have been carried out in order 
to verify the efficiency or feasibility of a proposed 
method. The conclusions reached are embodied in a 
memorandum which has now been sent to the heads of 
medical services throughout the country, and instructions 
based on them will presumably be issued soon to 
hospital personnel. 


Spirit is used in surgery for three main purposes. One 
of these is the sterilization of instruments, and this 


1 British Medical Journal, 1941, 1, 246. 


practice is condemned in unqualified terms. No one 
acquainted with publications on this subject even 
during the past few years can logically dispute this 
judgment. Pure spirit is a poor disinfectant, by no 
rneans always sterile itself, and even when diluted with 
water to its optimum strength for disinfectant action— 
at which it rapidly rusts instruments stored in it—it is 
incapable of penetrating even the thinnest film of 
material such as blood, and is, of course, powerless.in 
any circumstances to attack spores. It is recommended 
in this memorandum that instruments should be steri- 
lized by heat: dry heat, if available, is the ideal method 
for any instrument composed only of steel or glass; the 
alternative for most is boiling, and it is suggested that 
whenever possible instruments should be sterilized by 
boiling immediately before use. Two important pro- 
nouncements are made in connexion with this method. 
The first is that boiling for five minutes in a 2% sodium 
carbonate solution is lethal to all types of bacteria, 
including spores. Statements to this effect have been 
made in the past, but we have authority for saying that 
these have been verified by stringent tests conducted 
in this country on behalf of the Medical Research 
Council within the past few weeks. The second is that 
“recent tests, as well as the experience of many 
surgeons, have indicated that the widespread view that 
boiling blunts the edges of surgical knives has little or 
no foundation.” It is pointed out that scalpels must -be 
protected from damage by contact with other instru- 
ments during boiling, either by the use of a separate 
rack or by wrapping them in gauze. A further purpose 
for which large amounts of spirit are used is the storage 
of instruments already sterilized by other means. It is, 
suggested that these may often be placed dry in covered 
trays or sterile towels, or, alternatively, stored in a 
watery solution of formalin to which borax is added to 
prevent rusting. 

Another wide and debatable field covered by these 
recommendations is application to the skin. The large 
bowls of spirit sometimes provided in operating theatres 
are more wasteful in proportion to their usefulness than 
any other use to which spirit ig put, and are to be pro- 
hibited. The main object of immersing the hands in 
spirit before putting on gloves is to dry them, and this 
can be achieved by the use of a sterile towel. This 
condemnation includes the bowl provided in the theatre 
for rinsing the gloved hands during the operation itself. 
No mention is made in this memorandum of the solution 
of mercury biniodide in spirit which is so much favoured 
for a variety of purposes, but we venture to suggest that 
its use might well be abandoned altogether; it is greatly 
inferior in disinfectant power to a solution of mercury 
perchloride in water; and in any event mercury salts 
themselves should be employed with economy. 

The sterilization of skin before operative incision is 
admittedly a purpose for which alcoholic solutions are 
useful, owing to the rapidity with which they evaporate, 
leaving their dissolved constituents in situ. To ovet- 
come the drawback of antiseptic solutions made up in 
water the only requirement is patience, and it is recom- 
mended that any of the aqueous antiseptics specified 
should be allowed three minutes to act and to dry before 
the operation is begun. Spirit is also considered supet- 
fluous in many cases for prevention of bed-sores; 
alternatives are careful drying after washing and dusting 
with talcum powder, or, for dry skins, massage with 4 
mixture of zinc oxide and castor oil. 
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This review of these new provisions is not intended 
as a complete guide to the methods recommended, but 
merely as an indication of their nature and an explana- 
tion of their necessity. It must clearly be understood 
that these changes, whatever their merits, will inevitably 
be imposed on surgical staffs by the impossibility of 
obtaining enough spirit to continue the methods to which 
they arc accustomed. We have also endeavoured to 
make it clear that merely theoretical discussion is not 
their only basis: where ad hoc investigations have 
seemed necessary in order to confirm the efficacy of some 
proceeding or to reveal the extent of its possible draw- 
backs, actual tests have been made to settle the point 
in doubt. Whether a committee with a free hand to 
improve sterilization technique and unfettered by the 
need for drastic economy in a particular type of material 
would have made exactly the same recommendations 
we do not know. But undue reliance on spirit as a 
disinfectant is certainly one of the major faults in existing 
practice, and it therefore so happens that the ends of 
both economy and efficiency are served by the same 
means. 


STANDARDIZATION OF DIPHTHERIA 
PROPHYLAXIS 


To those who have not been continuously engaged in 
immunization against diphtheria the evolution of the 
procedure has been confusing and the choice of prophy- 
lactics difficult. From the original toxin-antitoxin mix- 
ture of von Behring we have moved to formol toxoid, 
toxoid-antitoxin mixture, toxoid-antitoxin floccules, and 
alum-precipitated toxoid. There seemed to be no 
finality as to either the reagent to be preferred, or its 
dosage, or its time-spacing. For these among other 
reasons, a Committee on Immunization of the British 
Medical Association in 1935 summarized the knowledge 
available at that time, and the same purpose was served 
in 1940 by a committee of the American Public Health 
Association.! In some respects American practice 
differs from ours, but the outstanding contrast lies in 
the success achieved in Canada and the U.S.A. in the 
application of specific prophylaxis, although many of 
the improvements in the reagents have been made by 
workers in this country like Parish, Glenny, and their 
colleagues. Our relative failure may partly be attri- 
buted to the confusion we have mentioned. To some 
extent the prospect is brighter since the Ministry of 
Health began publicly to advocate immunization with 
some vigour toward the end of last year, and practical 
guidance (a little tod brief) was afforded in an official 
memorandum.? While four of the five reagents men- 
tioned above are in common use, it is now generally 
agreed that at least for young children, on whom a 
special effort should be concentrated, alum-precipitated 
toxoid is the prophylactic of choice. It may be noted, 
however, that while the Ministry states that the usual 
practice in this country and the U.S.A. is to administer 
doses of 0.2 c.cm. and 0.5 c.cm. at four-weekly intervals, 
the Emergency Laboratory Service of the Medical 
Research Council, which now acts as the Ministry’s dis- 
tributing agent, advises 0.1 c.cm. and 0.3 c.cm. with 
the same time-spacing. If the latter dosage is sufficient 
it would be wasteful to give more. 

It is this continuing state of uncertainty which has 
stimulated Dr. J. Tudor Lewis to discuss the whole 


matter in a timely and useful book By closely 
reasoned and clear argument, informed by the quoted 
accounts of others and his own fairly extensive experi- 
ence in Croydon, he tries to reach a plan which can 
be adopted universally. It may be said at once that 
the scheme which commends itself to him is a still 
further variant of those propounded by the Ministry 
and the Emergency Laboratory Service. If the use of 
other reagents be disregarded—and there is not much 
difference of opinion as to how they should be used— 
he advocates the following procedure with alum- 
precipitated toxoid: for children under 8 years of age 
a first injection of 0.5 to 1 c.cm. intramuscularly into 
the extensor aspect of the left arm, followed in not less 
than a month by 0.5 to 1 c.cm. in the right arm; but for 
children over 8 years a first dose of 0.1 to 0.25 c.cm. 
and a second (if the first causes no reaction) of 0.5 c.cm. 
with the same interval and change of site. The interval, 
it will be noted, must always be at least a month— 
an important point which still does not seem to be 
widely enough realized. The larger initial dosage for 
young children is designed to compensate for their less 
ready reaction to antigenic stimulus, probably because 
they have been subjected less to the “priming” of 
latent infection, and it is practicable because they are 
less likely to have uncomfortable reactions. Moreover, 
the degree of immunity derived from this one injection, 
if the child fails to return for a second, will still be 
censiderable. Indeed, although he is emphatic on the 
desirability of two injections, Lewis is not so dog- 
matically condemnatory, as some British and Canadian 
workers are, of the practice in some American quarters 
of giving alum-precipitated toxoid in single doses. As 
to the age drawing the line between his two methods, 
he would no doubt admit that this might vary with the 
type of area and its past experience of diphtheria, in 
much the same way as he suggests that this should lead 
to a decision whether preliminary Schick tests ought 
to be done. In rural or other protected groups of the 
population children even over 8 years may show a 
resistance to immunization comparable to that of the 
average younger child in town. It would appear to 
follow, if Lewis is right as to dosage, that the schemes 
approved by the Ministry and the Eniergency Labora- 
tory Service are not universally the best for every area 
and every age group. They may, however, be sufficient 
for practical purposes, especially if waning immunity 
is revived a few years later by a further dose—for 
instance, on school entry among those primarily 
immunized in infancy. 

In recounting the few disasters which have occurred 
in the process of immunization Lewis conveys the 
impression that nothing of the kind has happened where 
a British reagent has been used. The omission to 
mention the “‘ Ring case’’ is hardly justified by the 
fact that the preparation used was exonerated in a court 
of law and was almost certainly not the cause. There 
was evidence that tuberculosis occurred as the result 
of immunization, and there is little more reason to 
exclude this incident from record than there would have 
been for treating the inexcusable contamination of the 
prophylactic with staphylococci at Bundaberg in the 
same way. Every misfortune of this kind has its lesson, 
which Lewis in another part of his book drives home 
by quoting the investigations into sterilization of instru- 
ments which arose out of the events at Ring. 


> Amer. J. publ. Hith., March, 1940, Supplement. 
? Min. of Hith. Memo. 170/Med., 1940. 


3 The Principtes and Practice of Diphtheria Immunizaticn. By J. Tudor 
Lewis, M.D.,°D.P.H. London: Oxford University Press. 1941. (8s. 6d.) 
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The recent outbreaks of trichiniasis in this country have 
drawn attention to the fact that raw pork is a more popular 
item of the diet of certain groups of the population than 
the health authorities realized. This shows the necessity 
for thoroughly cooking all pork in order to prevent infesta- 
tion not only with Trichinella spiralis but also with the less 
common Cysticercus cellulosae, the cystic stage of Taenia 
solium. This tape-worm, a rare parasite in England, is 
common in Asia and in many parts of Europe. Most of the 
cases seen in this country have been in soldiers who have 
served in India, where the sanitation has been defective, 
the habits of the people less cleanly, and pollution of 
ground and water supplies with human excrement possible. 
Apart from those suffering from intestinal infestation with 
the adult worm, many, as recorded by MacArthur! and 


more recently by Blyth?, have presented themselves as 


cases of epilepsy due to infestation with the cystic stage 
(which occurs more usually in pigs). 

The adult parasite Taenia soliuwm lives in the intestine in 
man, attaining when mature a length of about 10 feet com- 
posed of approximately 800 segments. The terminal ten or 
twelve segments, or proglottides, consist of the uterus and 
its branches, which contain about 30,000 ova. If these ova, 
which normally develop further in the pig, are swallowed 
by man, small six-spined embryos are liberated in the 
stomach; these pass into the blood stream and thence to 
all the tissues of the body. Brailsford’ considers that auto- 
infestation through the regurgitation of ripe proglottides of 
an intestinal Taenia solium into the stomach happens very 
rarely ; otherwise infestation would be much more extensive 
than in the worst cases that are seen. The embryos develop 
in the connective tissues, particularly of the musculature, 
and in the central nervous system. If they reach a favourable 
site, each develops into a Cysticercus cellulosae. Many of 
the embryos proceed to full development, while others die, 
disintegrate, and become calcified. The fully developed 
embryo can live encysted in the musculature for some 
years. While alive the cyst is about 3/8 in long and 1/4 in. 
broad ; it is flaccid and its wall is elastic. It appears to 
cause little reaction, beyond the development of a fibrous 
capsule, in the adjacent host tissues. After an interval of 
several years the inimical products in the host tissues cause 
the death of the parasite. This is followed by necrosis, 
disintegration, absorption of fluid, shrinkage, and 
deposition of calcium. 

Special feeding experiments have shown that within a 
month of the ingestion of ova the parasites begin to develop 
in favourable sites, and that within four months the embryo 
is fully formed within its cyst. But in contrast to human 
trichiniasis there are few or no symptoms until probably 
several years after infestation. Then the patient may notice 
painless nodules in the subcutaneous tissues ; they are 
either mature, live, or dead cysts, It is often stated that the 
central nervous system is more frequently infested than the 
skeletal tissues, but Brailsford considers this an erroneous 
impression. He thinks it is due to the fact that the 
symptoms: resulting from infestation of the brain or eye 
often appear before cysts in the subcutaneous tissue are 
demonstrable, either clinically or radiographically. He 
has for many years made a careful study of the condition, 
examining some thousands of x-ray plates of patients in 
both general and mental hospitals. He believes, in contrast 
to MacArthur, that the number of cases of epilepsy and 
cerebral disorders due to infestation with Cysticercus 
cellulosae is very small. The degeneration and calcification 
of the contents of the parasitic cyst do not take place so 


‘readily in the brain as in the musculature: consequently 


patients may show signs and symptoms of cerebral involve- 


1 J. R.AM.C., 1934, 62, 241. 
: British Medical Journal, 124k, 1, 401. 
3 Brit. J. Radicl., 1941, 79. 


ment. As long as ten years after calcified cysticerci have 
been radiographically demonstrated in the connective 
tissues of the musculature, radiographs of the skull may 
not have shown any evidence of the presence of such para- 
sites in the brain. Brailsford suggests that in cases of 
epilepsy where infestation is suspected a radiograph should 
be taken of the muscle of either the thigh or the calf, and 
if these fail to show cysticerci it is unlikely that radiographs 
of the skull will. These cysts should never be confused 
with. the cystic stage of Trichinella spiralis, for the latter is 
so small that when fully developed it is only just visible to 
the naked eye. Most cases of infestation of the central 
nervous system will end fatally, in contrast to cases of 
trichiniasis, to which, according to Bercovitz,‘ there are no 
permanent sequels. Though not a common condition at 
present, cysticercosis may need to be watched for in future 
after the wide distribution of our armies abroad. 


VARIATIONS IN AGE OF ONSET OF HEREDITARY 
DISEASES 


It is well known that in the case of many hereditary human 
diseases age at onset is a very variable feature. It is further 
known that there is often a marked tendency for sufferers 
belonging to the same family group to resemble each other 
in this respect. It may also be accepted that age at onset 
is closely associated with the selective disadvantage of a 
gene: a very early onset in the case of a serious condition 
makes the reproductive rate mil or almost nil; while a 
very late onset may yield a rate of almost unity. Varia- 
tions in age at onset may come about in any one of three 
ways. First, there may be two or more main genes, any 
one of which produces a-clinically similar condition, but 
age at onset will vary according to which gene is respon- 
sible. Secondly, a single main gene may be responsible, 
but modifying genes may determine the time at which the 
effect is produced. Finally, in the presence of a single 
main gene environmental conditions may favour an early 
or a late onset. Professor J. B. S. Haldane® has made an 
analysis of these possibilities using data recently published 
by Dr. Julia Bell®78 on several inherited conditions. He 
points out that if the first of the three possibilities 1s 
realized the correlation between sibs as regards age at 
onset and also between parent and child would tend to 
be very high. It would not of course be unity, because 
there must certainly remain some residual variation even 
when the same gene is concerned. If modifying genes 
were responsible for the observed variations the correla- 
tion would tend to be of the order of 0.5. If, on the 
other hand, environmental influences were chiefly respon- 
sible we should expect to find lower correlations, the 
figure for sibs, however, being higher than that for parent 
and child because sibs tend to share a more similar 
environment. There should also occasionally be associa- 
tions with other factors—for example, sex or occupation. 
In the case of the hereditary ataxias and spastic paraplegia 
the tendency for members of a family group to exhibit 
a similar age at onset is very strong indeed. The corre- 
lations exceed 0.5 with a high degree of significance. There 
can be no doubt that in these cases any one of several 
main genes may cause the condition, and the observed 
variations are to be attributed above all to this circum- 
stance. The same result is found in the case of glaucoma 
and peroneal atrophy. Even in these cases, however, there 
is the suggestion that modifying genes may occasionally 
play an important part, because a few pedigrees display 
very large variations. It is probable that about 1% of the 
population carries modifying genes which greatly delay 
4 Amer. J. trop. Med, 41940 20, 849. 
4 J. Genetics, 1941, 41, 
of 1934, 4, 1. 


7 Ibid., 1935, 
8 Ibid., 1939, 4, 141. 
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the onset of Friedreich’s ataxia. In the case of Hunting- 
ton’s chorea the correlations are of the order of 0.5. It 
may well be that in this instance a single main gene is 
responsible and that variations in age of onset are indeed 
due to modifying genes. The same may be true of Leber’s 
optic atrophy, but this condition is a genetic curiosity. No 
Mendelian scheme fits the facts of its transmission, and at 
the moment it can only be unsatisfactorily labelled as a 
possible case of cytoplasmic inheritance: unsatisfactorily 
because of the extreme rarity of such transmission, par- 
ticularly in the higher forms. Huntington’s chorea appears 
to fulfil the criteria demanded by Fisher’s theory of the 
evolution of dominance, selection through the ages having 
produced an ever later age at onset of the disease. The 
ultimate tendency may be for the condition to become in 
effect recessive, when there would follow a spread of the 
gene with perhaps the appearance of a much more pro- 
nounced condition due to the simultaneous presence of 
two of the abnormal genes. 


TUBERCULOSIS IN DOGS 


It is known that dogs may become infected under natural 
conditions with human and bovine tubercle bacilli, but 
the recorded incidence varies from 0.04% to 1.0% in 
statistics based on clinical. work and from 0.83% to 5.6% 
in figures obtained at necropsy. Lovell and White! found 
that 4.6% of the dogs brought to the clinics of the Royal 
Veterinary College Hospital, which were mainly the 
property of poor peopte living in London and, therefore, 
not random samples, were tuberculous at necropsy. Of 
twenty-two dogs with tuberculosis nineteen were males 
and three were bitches; the ratio of males to females 
among those coming to necropsy during the same time 
was only 3:1. Eight of the twenty-two were wire-haired 
fox terriers (36%), but of 350 received consecutively for 
necropsy only 11% were of this breed. (Hjarre? in Stock- 
holm found the highest incidence among Irish setters and 
fox terriers.) In three dogs the main symptom was swell- 
ing of the mandibular lymph node, while one had no ill- 
health apart from thickening of the spermatic cord. With 
primary involvement of the mesenteric nodes the symp- 
toms were usually vomiting and diarrhoea of a few weeks’ 
duration, and when the lungs were solely or principally 
infected there was a history of loss of condition and 
coughing for periods varying from a few days to a year. 
Involvement of the serous membranes was common. There 
was tuberculous pleurisy in nine of the twenty-two dogs, 
with effusion in six; in five of these the omentum or 
parietal peritoneum was also involved. Altogether there 
were seven cases of tuberculous peritonitis, which was 
accompanied by effusion in only one instance, and in five 
of them there were also omental lesions ; the latter were 
seen in three additional cases. There was one case of 
primary tuberculosis of the tonsil. Lovell and White 
failed to find healed tuberculous lesions. In only four of 
the twenty-two animals was the bovine type of bacillus 
isolated, and in all these the mesenteric nodes were 
affected. This relative incidence of human and bovine 
infection is comparable with that found by other workers: 
approximately three-quarters of natural cases of tubercu- 
losis in dogs are caused by the human bacillus. This 
appears to be due more to the oppertunity for infection 
than to any difference of susceptibility to the two types. 
There is only one record of infection of avian origin. A 
definite history of tuberculosis in the owner (or other 
member of his family) of three of the affected dogs was 
obtained. In Stockholm, Hjarre and Herlitz} examined 


the history of the household in twenty-five cases of canine 


1 Brit. J. Tuberc., 1940, 34, 117. \ 
2 Acta tuberc. scand. 1939, 13, 103. 
8 Acta paediatr., Stockh., 1935, 17, Suppt. 1, 141. 


tuberculosis, and found evidence of tuberculosis in six. 
The authors failed to produce evidence of transmission of 
the disease from dog to man, but they emphasize the 
danger that might arise from infected sputum and urine 
of tuberculous dogs. The paper by Lovell and White should 
help to draw the attention of workers to an aspect 
of the tuberculosis problem in man which has hitherto been 
ignored. 


AMERICAN MEDICAL WOMEN’S GESTURE 


In the middle of the last war, as a result of a widespread 
desire of medical women in the United States to participate 
in war service, the American Medical Women’s Association 
set up an organization known as ‘‘ The American Women’s 
Hospitals.’’ The first unit sailed for Europe in June, 1918, 
and Hospital No. 1 was established in France in the follow- 
ing month. The armistice, however, came about three 
months afterwards, so that actual war service was very 
brief. The organization continued in being, and directed 
its energies to the care of the sick and the prevention of 
disease in many European and Asiatic countries, fully or 
partially maintaining and conducting over seventy hospitals 
and three hundred clinics. In London it assisted in the 
endowment of a bed in memory of Dr. Elizabeth Blackwell 
in the Washington Ward of the Royal Free Hospital. A 
year ago the Medical Women’s Federation received from 
Dr. Esther P. Lovejoy, who has served for many years as 
chairman of the American Women’s Hospitals, the offer of 
a monthly contribution for the relief of civilians in the 
bombed areas of Great Britain, and up to date £3,000 
(12,000 dollars) has been received, and a further 1,000 
dollars (about £247) a month has been promised. These 
sums have enabled the executive committee of the 
Federation to send financial help to many districts in the 
London area and a dozen or more other cities which have 
suffered air bombardment. Medical work naturally had 
first call, but it has not been possible to restrict the help to 
that. It has included the provision of clothing for evacu- 
ated children, arranging a period of quiet convalescence for 
women who have suffered in bombed areas, feeding the 
homeless, supplying furniture for district nurses whose 
home had been destroyed, giving help in the shelters, 
especially for recently confined women and their babies, 
and assisting the blind and crippled. One medical mobile 
unit, staffed by a medical woman and trained nurses, has 
been helped, and in another case some help has been given 
to enable a large provincial hospital to open up again after 
severe damage. Just before the outbreak of war Dr. 
Lovejoy described the twenty-years service of ‘‘ The 
American Women’s Hospitals ’’ in a book, and she said 
that the organization should carry on, hoping for peace and 
constructive work, but ready for any emergency which 
might arise. The emergency very quickly arose, and it is 
a happy thing that American and British women doctors 
should be collaborating in this way, on the one side furnish- 
ing the money and on the other side administering it, for 
the relief of suffering due to the war. 

We regret to announce the death at the age of 87 of 
Dr. R. Percy Smith, F.R.C.P., consulting physician for 
mental diseases, St. Thomas’s Hospital, and a former 
medical superintendent of Bethlem Royal Hospital. 


The following appointments have been made by the 
Council of the Imperial Cancer Research Fund for the 
ensuing year: Chairman of the Council, Prof. H. R. Dean; 
vice-chairman of the Council, Sir Cuthbert Wallace, Bt.; 
Elizabeth Wills Allen Fellow, Dr. L. Foulds; Alice 
Memorial Fellow, Dr. R. J. Ludford. Prof. James Young 
has been appointed a Governor of the Fund by the Royal 
College of Surgeons of Edinburgh, and Prof. T. J. Bosworth 
by the Royal Veterinary College and Hospital. 
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CHEST SURGERY IN WAR 


This is one of a short series of articles based on lectures given at the British Postgraduate 
Medical School, Hammersmith 


ABDOMINO-THORACIC INJURIES * 


BY 


GORDON GORDON-TAYLOR, M.S., F.R.C.S. 
Temporary Surgeon Rear-Admirai 


TREATMENT OF PENETRATING ABDOMINO.- 
THORACIC INJURIES 


The surgery of the thoracic wall and cavity is being 
dealt with in this series of lectures by those most expert 
in the surgery of this region. My contribution is therefore 
only concerned with the surgical treatment of injuries 
of the diaphragm and of those abdominal organs whose 
anatomical proximity renders them specially vulnerable in 
cases of diaphragmatic wounding. 


I. Wounds implicating the Liver 


‘The dimensions and the velocity of the missile play an 
important part in determining the type of hepatic lesion, 
which may be almost protean in character; large fragments 
of liver may be torn off, and as much as one-third of the 
right lobe has been found loose in the peritoneal cavity 
of a patient who recovered from a penetrating abdomino- 
thoracic injury in the last war. 

Before their total destruction the examination of museum 
specimens in the College of Surgeons collection illustrating 
gunshot wounds of the liver revealed many lesions for 
which surgery must be futile or incomplete: thus it would 
be impossible by operative measures alone to prevent 
infection throughout the length of a ragged track running 
from the right lateral surface of the organ to its extreme 
pole on the other side of the body. In many cases of liver 
injury due to enemy action there are few arresting 
clinical signs, and it is significant that out of all the 
penetrating injuries of the abdomen which recovered in 
the last war without operation the wounds were mostly 
situated in the liver area. Surgical intervention directed 
towards the liver is indicated under the following circum- 
stances only: (1) gross haemorrhage from the liver, which 
mainly depends on whether large veins in the organ have 
been injured—haemorrhage otherwise ceases spontaneously, 
as does oozing of bile, unless main ducts are severed; (2) 
the association of some thoracic or another abdominal lesion 
demanding exploration; (3) the retention of a missile in the 
liver, especially a large missile in an accessible position in 
that organ. In the case of severe laceration of the liver 
packing may be necessary to control haemorrhage. In 
some such patients the diaphragm may be sutured, and the 
thorax closed in the approved manner with airtight drainage 
of the pleura by means of a Malecot’s tube inserted through 
a separate intercostal incision. The gauze pack is brought 
out through another separate incision in the anterior 
abdominal wall. In other cases the diaphragmatic opening 
may be enlarged parallel with its fibres from mediastinal to 
lateral border; the diaphragmatic edges are now approxi- 


mated to the intercostal muscles and the pleura is thus shut _ 


off from the drainage track. 

Early jaundice in cases of hepatic injury may be present, 
and is usually slight and evanescent; the possibility of a 
collection of bile in peritoneum or pelvis should always be 
considered. Late jaundice has a much graver significance, 
and indicates serious infection. 


* Concluded from p. 864. 


\ 


Secondary hepatic haemorrhage in penetrating abdomino- 
thoracic injuries is almost always fatal, and is usually asso- 
ciated with signs of sepsis such as pain, elevation of 
temperature and pulse rate, abdominal pallor, restlessness, 
and loss of strength. . 

The formation of an intrahepatic abscess round a retained 
fragment may he dealt with successfully by surgical 
measures. 


Il. Gunshot Injury of the Spleen 


A study of the specimens of gunshot injury of the spleen 
in the War Collection formerly housed in the Royal College 
of Surgeons used to suggest that wounds of that organ are 
frequently complicated by damage to adjacent viscera; yet 
in some collected clinica! series it is stated that in more 
than half the cases of splenic injury revealed at operation 
there was no damage to other abdominal organs. This was 
certainly not my experience (Gordon-Taylor, 1939), which 
is in agreement with that of Major Jolly in his surgical 
work with the Spanish Republican Army (Jolly, 1940). 


The propriety of primary splenectomy in cases of gunshot 
injury will still remain a subject of controversy. The 
removal of the organ should certainly not be resorted to 
light-heartedly, but in my opinion the procedure has not 
greatly increased the risk. The suture of the spleen may 
not be difficult when the organ is approached through the 
chest and diaphragm, but when explored by other routes 
cobbling of the organ is wasteful of time and may leave a 
sense of insecurity. Jolly (1940) and some of the Spanish 
surgeons write enthusiastically of splenectomy. 

Numerous cases successful transdiaphragmatic 
splenectomy in left-sided abdomino-thoracic wounds were 
recorded in the war of 1914-18, some of which were 
associated with the operative repair of injuries to the 
stomach (Richard Charles, Gask, J. E. H. Roberts, Lock- 
wood, Bryan, Gordon-Taylor, etc., and very recently by 
Valentine Logue). Recovery has even taken place in 
cases of left-sided abdomino-thoracic- wounds in which left- 
sided nephrectomy as well as splenectomy had to be 
performed for complete disruption of each organ (Gordon- 
Taylor). 

III. Wounds of the Pancreas 


These injuries were less frequent in the war of 1914-18, 
or at any rate were less often recognized, than injuries of 
any other of the abdominal viscera. The intimate anato- 
mical relation of the gland to the large blood vessels 
doubtless explains the paucity of wounds coming under the 
observation of the casualty hospital surgeons; doubtless 
some were unrecognized and were designated retroperi- 
toneal haematomata. I have knowledge of only three 
abdomino-thoracic injuries implicating the pancreas in 
which recovery took place (Saint, Alan Curry, Gordon 
Bryan). 

IV. Injury to the Kidney 


Each kidney is equally liable to damage. It ‘was esti- 
mated that in 40% of gunshot wounds of the kidney investi- 


' gated at an English surgical base in France during 1914-18 — 


the thorax was also implicated. The propriety of immediate 
operation on the kidney in abdomino-thoracic wounds 
demands even more careful consideration than in purely 
abdominal injuries. Probably the best course is to excisé 
the wound leading down to the damaged kidney; the 
organ can then be inspected and any foreign body removed. 
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In the majority of cases the renal injury plays a minor 
part in menacing life, and only for severe haemorrhage, 
va hopelessly pulped organ, or gross damage to the renal 
pedicle is primary nephrectomy indicated. In about 20% 
of cases of gunshot injury of the kidney in the last war 
life was threatened by secondary haemorrhage, consequent 
on sepsis, a retained missile, or an infarct of the kidney 
produced by damage to some branch of the renal artery. 


V. Injury to the Hollow Organs 


Of hollow organs the stomach and splenic flexure of 
the colon are those most liable to injury; in suitable’ cases 
transdiaphragmatic laparotomy affords excellent access to 
‘these organs. Concomitant involvement of the small 
intestine denotes a more vertical track of the missile, and 
demands a separate approach or a much-extended incision. 
Each measure, though necessary, increases risk to life. 
Multivisceral damage also augments mortality, and vertical 
wounds, which may even extend from supraclavicular fossa 
to femur, tend to be very fatal. 

The possibility of injury to the duodenum must be borne 
in mind, and any haematoma in its vicinity should be 
suspect, lest a retroperitoneal rupture of this fixed part of 
the small gut be overlooked. These cases were very fatal 
in the last war ; successful cases have recently been operated 
upon by Rex Williams, Henry Thompson, and Hedley 
Atkins. 


Summary of Treatment 


1. In many traversing (through-and-through) abdomino- 
thoracic wounds of the right side produced by a small 
fragment no immediate active surgical treatment is 
required, provided that: (a) no gross damage has been 
inflicted upon the thoracic or abdominal wall—fractured 
ribs, explosive effect, etc.; (b) the direction of the track 
of the missile does not appear to compromise the general 
peritoneal cavity or suggest the desirability of its explora- 
tion; (c) the signs of abdominal haemorrhage or of injury 
to a hollow viscus are clearly absent. 

j 2. In cases of right-sided abdomino-thoracic wounds in 
which a small fragment is retained in an inaccessible 
position in the substance of the liver an expectant line of 
treatment is the correct procedure; accessible fragments, 
unless of small dimensions, should be sought and removed. 


3. When there is an open, blowing thoracic wound or 
a ‘‘stove-in chest,’’ the chest wound should of course 
assume chronological priority of treatment. 


4. If the position of the wound of entry and exit in a 
left-sided abdomino-thoracic wound adumbrates a track 
implicating that fatal left subphrenic area of the 
abdomen, or if a radiograph demonstrates a fragment of 
metal retained in this region, the thorax should be dealt 
with first and access to the upper abdomen obtained through 
the diaphragm. 

5. When the thoracic injury appears insignificant but 
there is evidence of severe widespread intraperitoneal 
damage, especially involvement of hollow viscera, the 
abdomen should be explored through an appropriately 
Placed laparotomy incision. This instruction applies to 
wounds of thorax and abdomen produced by the same 
or by separate missiles. 


6. When the thoracic injury seems slight and when the 
evidence of a radiograph or the direction of a missile 
track in a through-and-through wound suggests an extra- 
Peritoneal course of a small fragment, such an abdomino. 
thoracic injury may often be left alone. 

If in such cases there is evidence of injury to the kidney 
the parietal wound down to the kidney should be excised, 
the organ investigated, and any foreign body removed. 


7. In cases in which the thoracic wound is situated low 
down on the lateral or antero-lateral aspect of the chest 
access to both supradiaphragmatic and infradiaphrag- 
matic areas may be obtained by cutting through the costal 
arch after the manner of Bland-Sutton, Duval, Bérard, etc. 


8. If an abdomino-thoracic injury has been approached 
from the abdominal aspect, it is important not to waste 
time trying to complete a difficult suture of the diaphragm 
in a critically ill patient, unless the aperture in the midriff 
is so large that immediate or early herniation of the abdo- 
minal contents is certain to occur. 


Prognosis 


In one large series from the war of 1914-18 it was found 
that operated abdominal cases (excluding abdomino- 
thoracic injuries) gave a recovery rate of 51%; while 
abdomino-thoracic wounds operated upon produced a 
recovery rate of 44.59%. But some series of abdomino- 
thoracic cases in the casualty clearing zone gave a more 
favourable recovery rate than this: in the autumn of 1915 
it attained the figure of 66.6% in the hands of certain 
surgeons in the British Fourth Army; and some operators 
(Jack Anderson, Saint) who were perhaps fortunate in their 
percentage of right-sided cases saved as many as 79 and 
80% of their patients (Gordon-Taylor, 1939). 


Wounds that traverse the diaphragm from below upwards 
are said to be more grave than those in which the missile 
has passed from thorax to abdomen. In the former group 
an intestinal injury increases the seriousness of the 
prognosis, 

The mortality figures attending the surgical treatment of 
injury in one campaign are scarcely comparable with those 
of another war at a different period, in.which the type of 
enemy missile, the degree of explosive force, the facility 
of transport from the field of battle, and other circumstances 
differ; but the steady improvement in the results of 
abdomino-thoracic cases from year to year in the war 
of 1914-18 was a memorable triumph of surgery. 


NON-PENETRATING INJURIES OF THB 
ABDOMINO-THORACIC ZONE 


In contrast to the last great European conflict non-pene- 
trating injuries of the abdomino-thoracic zone do not play 
the same small and infrequent part in war surgery to-day ; 
the thoracic and abdominal viscera, solid and hollow, may 
be damaged under a variety of circumstances in ‘‘ modern ”’ 
warfare. Fragments or masses of timber, stone, or metal 
may be confusedly hurled with explosive force against chest 
and abdomen in the indiscriminate air bombardment 
of civilians; women and children have suffered ‘‘crush’’ 
contusions of thorax and belly from falling masonry and 
iron girders; visceral damage above and below the midriff 
may result from the blast of detonating bombs, mines, or 
other high-explosive machinery in close proximity to men 
and women of every age, condition, and calling, for in 
“total war’’ none can claim privilege or sanctuary. Nor 
does the diaphragm remain immune when chest and belly 
suffer violence. 


Effects of Rupture of the Diaphragm 


Rupture of the diaphragm may be produced by the 
passage of a heavy vehicle obliquely across the abdomino- 
thoracic zone, by the crushing force of buffer accidents, 
or from the demolition and collapse of buildings. An 
excellent account of the injury has been given by Gordon 
Bryan (1922), who points out that the lesion is not very 
rare in children and adolescents, whose chest wall is more 
elastic and can be compressed to a considerable degree 
without fracture. In some cases costo-chondral disloca- 


tions may occur, as shown by some displacement of the 
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-shock, dyspnoea, and a disordered action of the heart. 


chest wall and a clicking sound on respiration ; at other Sequelae of Rupture of the Diaphragm 
times the diaphragm is torn by stretching or bursting, or Oth ea Sn a ‘ 

may be lacerated by a fractured rib. er effects of injury of the diaphragm include: (1) 

, ; 1 the lodgment of fragments of foreign bodies in the dia- 

The convexity of the diaphragm is the part that usually hrasm itself; (2) diaphragmatic hernia; (3) scarring and 


* suffers; on the rarest occasion the crus is damaged. The  , gnesions. 


left side of the midriff is son most own eran age The most dramatic of these sequelae is diaphragmatic 
hernia; this may develop immediately or soon after the 
sd, yet the ight done of the hasbeen the the, Rand comment 
readily be overlooked in the presence of cataclysmic intra- 
peritoneal bleeding: Rupture of the diaphragm produces tween the abdomen and the pericardium. The left 


The pulse is rapid and irregular ; the breathing 1s ougen viscera include the omentum, stomach, transverse colon 
entirely thoracic, but diaphragmatic — wpepcignec A and splenic flexure, spleen, and jejunum; it is stated that 
restored after a day or two by the plugging of the rent by 41, pancreas, liver, and duodenum are only very rarely 
omentum, spleen, etc. hernlated. 

Dyspnoea and tachycardia occur with herniation of the Such cases are best operated upon by a thoracic 
stomach into the chest; and severe pain with rigidity of approach: an incision is made in the eighth or ninth inter- 
the left hypochondrium is complained of, and also pain in costal space; the resection of adjoining ribs may also be 
che neck or shoulder from irritation of the diaphragmatic -equired. Positive-pressure anaesthesia is employed; the 
peritoneum. Thoracic distress 1s produced after meals; phrenic nerve is crushed as it lies upon the pericardium 
radiological examination will readily establish the diagnosis. _ efore entering the diaphragm. The extruded viscera are 

Rupture of one or both crura of the diaphragm may first separated from the edges of the diaphragmatic aper- 
occur as the result of a subparietal injury. Bryan (1922) ture and thoracic structures, and are then coaxed into the 
records a rupture of the left crus associated with a com-_ coelom. : : 
pression fracture of the eleventh and twelfth thoracic The repair of the rent in the diaphragm may be 
vertebrae resulting from a fall of thirty feet on to the difficult if the muscle has undergone fibrotic or atrophic 
pavement in a sitting posture. The intraperitoneal changes. Strong silk is employed: in some cases fascial 
haemorrhage, which suggested a ruptured abdominal grafts seem to give greatest promise of permanent closure. 
viscus, determined a laparotomy. In others the gap can only be closed by suture of the liver, 

Severe crushing injuries of the chest have been known spleen, or stomach to the margin of the opening. In 
to produce a tearing lesion of the mediastinum, even when cases of some duration the stomach may have undergone 
there has been no fracture of ribs or sternum. This has hypertrophy and dilatation, and a laparotomy may also be 
been found associated with a large retroperitoneal haema- required to anchor it satisfactorily inside the abdomen. 
toma from damaged vessels in the root of the mesentery The performance of a temporary gastrostomy in some such 
(Sauerbruch and O’Shaughnessy, 1937). The displacement cases has proved of inestimable value in my hands. The 
of the mediastinum may suggest the diagnosis of a tension complication of strangulation in connexion with a dia- 
pneumothorax; investigation of the intrapleural pressure phragmatic hernia is fraught with the gravest peril. The 
and the use of radiography should prevent unnecessary colon is the segment of the alimentary canal most fre- 


and harmful surgery. quently obstructed; sometimes the jejunum is the part 
The diagnosis and treatment of subparietal injuries of compressed; very rarely is the stomach strangled. 
the spleen are well established and require no comment. _—A correct diagnosis is not often attained unless there is 


For similar hepatic injuries thorough surgical exposure is previous knowledge of the existence of a hernia; but 
necessary. Subparietal or non-penetrating injuries of the where such knowledge is lacking an antecedent history 
kidney are generally isolated lesions, and most often are of 2 severe injury in the abdomino-thoracic zone, a 
mere contusions of the organ without rupture of the renal previous complaint of post-prandial discomfort and even 
capsule. In injuries of the abdomino-thoracic zone which dyspnoea, hiccup, precordial oppression, and pain in the 
menace life concomitant damage rather than the renal shoulder, together with the evidence of competent radiology, 
lesion demands most attention. The chief indications for should enable a pre-operative diagnosis to be made. 


early surgical intervention on the kidney are: (1) cata- ._ The symptoms of strangulation usually supervene | 


clysmic haemorrhage; (2) persistent pain and aggravation suddenly; the baleful results of operation for this disastrous 
of the clinical symptoms and signs of renal injury during complication constitute a powerful argument for early 
the first forty-eight hours, especially increasing tenderness operation upon traumatic diaphragmatic hernia, at any rate 
in the iliac fossa and hypogastrium with spasm of the psoas__if the symptoms to which it gives rise show any evidence 
muscle; such clinical phenomena denote a spreading ex- of worsening. The transthoracic approach should be 
travasation of blood, urine, or both. The size of any employed. 


perinephric swelling that may be detected is some criterion Familiarity with the transdiaphragmatic approach to the 
of the degree of kidney injury. An appeal may also be vault of the abdominal cavity has been turned to useful 
made to urographic methods of diagnosis. purpose by thoracic surgeons in the operation of cardio- 


It should be remembered that early exploration in a |omentopexy (O’Shaughnessy, J. B. Hunter). The success: | 


doubtful case will render this service to surgeon and |ful operation by Pierre Duval (1918) for the extraction of 
patient—that a deliberate conservative resection of the ,\a bullet from the suprahepatic portion of the inferior vena 
damaged porticn ot the kidney can be considered at a | tava, in which the sternum was split and the diaphragm 


period when urgency is not so extreme that only a hurried ivided backwards to the caval opening still remains to 


total nephrectomy can save life. In arriving at a decision | my mind the most brilliant operation in the history 

as to the exact technique to be employed in a case, it / surgery. ere? 
behoves the surgeon to remember the slogan: ‘‘ First save Even the general surgeon avails himself of an abdomino- 
the patient, and secondly, if possible, save the kidney.”” © thoracic approach in operations for the surgical removal of 


dome is that most often implicated, and the herniated: 
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malignant disease of the lower end of the oesophagus or 
the cardiac orifice of the stomach. 

No reference to the employment of the sulphonamide 
derivatives has been made in this communication ; this is 
now a routine measure, and its value is incontestable. The 
severe shock which appears so constant in wounds of the 
trunk in this war demands a bountiful supply of blood and 
plasma, which on occasion is preferably introduced rapidly 
into the veins of the recipent. 

In this war abdomino-thoracic injuries due to fragments 
of high explosive are probably less grave than those due 
to crushing force or the effects of blast. 
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Surgery. 1, 


PROTECTING MEDICAL SUPPLIES AGAINST 
CONTAMINATION BY GAS 


The problem of protecting medical supplies against contami- 
nation by poison gas is analogous in many respects to that 
of protecting foodstuffs, and doctors and hospital authorities 
will therefore get much help from the handbook issued by 
the Ministry of Food, Food and its Protection against Poison 
Gas. Some medical supplies, however, present special 
problems of protection and decontamination, and the Ministry 
of Health’s circular (No. 2385) to local authorities and 
hospitals contains the following advice and suggestions. 
The normal conditions of storage of medical and surgical 
supplies in suitably warmed and ventilated buildings should 
provide for most articles all that is practicable in the way of 
protection against liquid contamination. Some additional 
protection can also be afforded by using existing stocks of 
waterproof sheeting, batiste, cellophane, or other impermeable 
material if they are not required for immediate use as a 
covering for unprotected stores or stores whose nature or 
wrapping does not of itself provide protection. 

Surgical dressings, cotton-wool, bandages, etc., wrapped in 
paper, cardboard, or cartons.—These would not become con- 
taminated by exposure to vapour providing the wrappings are 
undamaged. Traces of vapour can, if necessary, be removéd 
from such materials by opening them out and airing for an 
hour or so in a clean, well-ventilated warm atmosphere. 
Sterilization might be undertaken where the means are avail- 
able. If contaminated by liquid it is extremely doubtful 
whether any decontamination treatment would be satisfactory 
and destruction by burning may be unavoidable. 

Drugs and medicines in metal containers.—If adequately 
sealed no contamination of the contents can occur. If con- 
taminated by liquid the containers should be decontaminated 
by repeated swabbing with solvent such as paraffin, petrol, 
etc., and airing; the corks, etc., unless protected by metal 
or other seal, should be destroyed and replaced by new ones. 

Rubber materials, surgeons’ aprons, waterproof sheeting, 

hot-water bottles, etc.—Vapour contamination will, in general, 
not be serious and could be removed by airing. If con- 
taminated by liquid, decontamination by immersion in boiling 
water for a period of one to three hours, depending on the 
thickness of the rubber, would be essential. 
_ Gum elastic catheters, surgeons’ gloves, fine rubber drain 
sheeting, etc.—The finest grades of rubber materials are unlikely 
to stand boiling, and if contaminated by liquid should be 
destroyed. Covering to prevent such contamination is there- 
fore most desirable. 

Wooden furnituré, bedding, etc.—The decontamination 
treatment for such articles is detailed in A.R.P. Handbook 
No. 4. In the case of bedding in general and mattresses 
im particular treatment in a steam disinfector is the only 
Practical process. 

Metal instruments and utensils.—These, depending on their 
Rature, can be decontaminated by immersion for thirty 

‘Minutes in boiling water or repeated swabbing with solvent. 


MEDICINAL HERBS IN WARTIME 


The Minister of Health recently appointed an expert com- 
mittee “‘ to review the present and future requirements of 
vegetable drugs in the light of Empire consumption and 
trade, and facilities for cultivation within the Empire; to 
consider the steps which should be taken to secure organiza- 
tion of cultivation and collection; and to make recom- 
mendations to the Minister.”’ This ‘‘ Vegetable Drugs ”’ 
Committee has now presented an interim report and recom- 
mendations. The report differentiates between two groups 
of drugs—a ‘‘ long-term ’”’ and a “ short-term ’’ group. 


Long-term Group of Drugs 


It is unlikely that any long-term policy will materially 
affect the supply of these drugs during the present emergency, 
as the latent peviod between initiation of schemes and pro- 
duction for the market is so long. One primary essential 
for a long-term policy is an assured and steady market and 
remunerative prices for the producers within the Empire, 
particularly in respect of drugs requiring many years of experi- 
mental cultivation and considerable financial outlay before 
regular supplies can be available. The establishment of such 
stable conditions would probably necessitate (a) financial 
assistance to growers in the Colonies and Dominions over a 
period of years, and (b) protective tariffs against supplies 
from pre-war producing countries. The present difficult 
economic and political conditions and the impossibility of 
knowing or forecasting the economic circumstances and 
political considerations that may operate at the end of the 
war make it impracticable and inadvisable at the moment to 
formulate any proposals involving such questions. The com- 
mittee strongly recommends that the position should be 
further considered as soon as possible after the end of the war. 


Short-term Group 

Here the position is quite different. Supplies can be rapidly 
created and producers can recoup themselves during the war. 
,After the war stocks may come on the market from countries 
now cut off from international trade, which may create serious 
difficulties for growers in the United Kingdom who may have 
considerable stocks on hand at the cessation of hostilities. 
Therefore, so far as production in the United Kingdom is 
concerned, it is suggested that H.M. Government might 
consider safeguarding the position of persons who have under- 
taken the cultivation of drugs, in the same way as is being 
done in other branches of agriculture. It is hazardous 
to grow these plants in climates or soils whose suitability 
has not been clearly tested by experience, and it is preferable 
to expand production in areas where the plants are already 
grown and collected. Much could be achieved during the 
war by intensifying the collection of wild plants and develop- 
ing the use of related species or substitutes. 


Production of Vegetable Drugs in the U.K. 


The committee considers that attention should be con- 
centrated on the following drugs: 


Agar Frgot Psyllium 

ill Male fern phagnum moss 
Belladonna (leaf and root) Liquorice root Stramonium 
Irish moss yoscyamus Dandelion root 
Colchicum eppermint Valerian 
Digitalis ‘ 


Arrangements have been made by the Ministry of Health 
for regular growers in the United Kingdom to extend the areas 
under cultivation of certain extremely important drugs, which 
with other steps taken to secure supplies, ensures that the 
wartime requirements of these are safeguarded. 

The committee points out that while the development of 
organized collection of herbs growing wild is most valuable 
and should be encouraged, the growing of medicinal herbs is 
a highly specialized industry which is not without its dangers 
to the inexperienced and that therefore growing by amateurs 
is to be discouraged. Considerable experimental work is 
being done at research institutes and agricultural stations on 
strains, seed production, growing, and utilization of various 
drugs, the results of which may be important. Steps have 
already been taken to encourage methodical collection, proper 
drying .(which is most important), and marketing of drugs 
growing wild in this country. 


Cultivation, Collection, and Marketing 


During 1940 the Ministry of Health was engaged in corre- 
spondence with amateur ‘growers and collectors regarding. 
cultivation, collection, and marketing of vegetable drugs, 
and held several conferences with trade representatives. The 
Department also sponsored, in co-operation with the Ministry 
of Agriculture and Fisheries and the Board of Education, a 
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Press notice regarding cultivation of a limited number of 
vegetable drugs. The outcome of this correspondence and 
consultation was an arrangement whereby private growers and 
collectors disposed of their crops through trade channels. 


The stimulation of interest in the supply of vegetable drugs 
in the United Kingdom has been carried further by the Royal 
Botanic Gardens, Kew, working in co-operation with the 
National Federation of Women’s Institutes, Boy Scouts and 
Girl Guides organizations, and the trade. 


The Royal Botanic Gardens have arranged with the National 
Federation of Women’s Institutes to organize the collection 
of ten essential or important herbs in each county, a total of 
thirty herbs throughout the country. The agricultural 
organizer of the Federation is issuing circulars of instructions, 
and articles will appear in the Journal of Botany at the collect- 
ing season. Arrangements were made during 1940 by the 
Department of Health for Scotland and the British Red Cross 
for organized collection of sphagnum moss, and it is hoped now 
to collect increasing quantities not only in Scotland but also 
in other parts of the United Kingdom. The sponsors of these 
schemes Seape that the arrangements made will avoid the dis- 
appointment experienced in the last war when so much of 
the amateur effort was wasted owing to incorrect methods of 
collection and inadequate preparation for the market; and 
that they will add substantially to the quantities of essential 
vegetable drugs available. Miss Barbara Keen and Miss Jean 
Armstrong have written an_ illustrated booklet entitled 
Herb Gathering, which will shortly be published by Messrs. 
Brome and Schimmer, 4, Leather Market, S.E.1, at 9d. 
Attention is also drawn to Bulletin No. 121 of the Ministry 
of Agriculture, Medicinal Herbs and their Cultivation (H.M. 
Stationery Office, 6d.). . 


Production in the British Empire 


The committee notes with satisfaction that during the past 
twelve months the Ministry of Health has received many 
inquiries, offers of help, and details of experimental work 
being carried out, from Canada, Australia, New Zealand, East 
Africa, India, and elsewhere. Some of this experimental work 
has aiready indicated possibilities of important alternative 
sources of supply for some drugs normally obtained from 
outside the Empire. Consideration was given to the produc- 
tion in respect of argol, agar, wood creosote, datura leaf, 
ephedra, liquorice root, santonin, and squill; and arrange- 
ments have been made for inquiries to be instituted by the 
Imperial Institute, the Colonial, Dominions, and India Offices. 
A comprehensive and valuable memorandum by M. Ashby, 
Ph.D., on ‘‘ War Time Drug Supplies and Empire Produc- 
tion ’’ was published in the Bulletin of the Imperial Institute, 
Vol. 39 (1941) No. 1. : 

A subcommittee has been set up at the Ministry of Health 
to act as a clearing centre fer information and advice. 


LEPROSY IN THE BRITISH EMPIRE 


The annual meeting of the British Empire Leprosy Relief 
Association was held at the India Office under the chairman- 
ship of Lord Lugard. Sir Witiiam Peet, chairman of the 
Executive Committee, said that owing to the war the pro- 
jected tour of the medical secretary, Dr. E. Muir, to the West 
Indies and South America had been postponed, but a fortunate 
turn of events had now made it possible. The Government of 
Trinidad had requested the services of the Association in 
finding a suitable medical man to take charge of the leper 
asylum in that colony, and Dr. Muir had been accepted for the 
post on the understanding that his term of service would not 
exceed eighteen months, and that permission would be given 
to visit and report upon the position in respect of leprosy in 
certain other West Indian colonies and in other places. Sir 
William Peel went on to say that while the Association con- 
tinued to carry on its work with a fair measure of success the 
great problem of leprosy still remained unsolved, and 10 
marked reduction in the incidence of this terrible scourge had 
been effected. In many colonies there were other more lethal 
diseases the prevention and treatment of which taxed the 
financial resources to such an extent that leprosy had been 
forced into a secondary place. 


Infection and Segregation 
Sir LEonarD RoGers, who serves as acting medica] secre- 
tary in Dr. Muir’s absence, said that epidemiologica] studies 
had revealed that 80% of infection arose in the households of 
leprosy cases, mostly through infection of children, and that 
nineteen out of everv twenty infections were derived from 


prolonged contact with the much more infectious skin or 
lepromatous type, and only one from nerve cases. This had 
led to the release as uninfective of one-third of the cases 
segregated in South Africa. In a badly infected area in the 
Southern Sudan over half the 7,000 cases moved to large 
agricultural colonies had also been cleared of all symptoms of 
active disease. In Nigeria, the most seriously infected of our 
colonial possessions, within ten years the patients, mostly 
infectious, isolated and treated under a purely voluntary 
system in large agricultural colonies, had increased from 2,500 
to nearly 7,000. 
last few years in discovering a curative treatment for all 
stages of the disease, but a new oil, closely resembling 
hydnocarpus oil in its chemical formula, was now being 
tested, and it was on such chemotherapeutic lines that pro. 
gress was most likely to be made. 

In reply to Sir FRANCIS FREMANTLE, who asked whether 
the statement that there was no sign of lessened incidence ot 
the disease was correct, the CHAIRMAN said that undoubtedly 
cases were cleared, but new cases came to light in equal 
number, and thus the incidence was maintained. The annual 
report adopted by the meeting showed that the number of 
workers actually in the field included four doctors, fourteen 
lay workers, and oue nurse. 


AWARDS FOR GALLANTRY IN CIVIL DEFENCE 


The appointment of Mr. F. D. Murphy, F.R-C.S., senior resi- 
dent surgeon, Fulham Hospital, to be an O.B.E. (Civil 
Division) is announced in a Supplement to the London Gazette 
dated May 30, 1941. 


Mr. Francis Dominick Murpuy: ‘ When the Fulham Hospital 
suffered direct hits from high-explosive bombs, Mr. Murphy displayed 
marked efficiency and coolness and set a splendid example to the 
patients and the staff. In extremely difficult and dangerous con- 
ditions he personally directed the transfer and evacuation ol 
patients and throughout showed courage and determination.” 


Dr. J. D. Dillon, medical officer in charge, Mobile Unit, Greenwich; 
Dr. D. Millar, medical practitioner, Glasgow; Dr. J. S. McL. Ord, 
police surgeon, Glasgow City Police; Cecilia McGinty, district nurse, 
Glasgow; and Dr. H. Glyn-Jones, medical officer, American Mobile 
Unit, Lambeth, have been awarded the M.B.E. (Civil Division). 
The announcement in the Supplement to the London Gazette dated 
June 6, 1941, reads as follows: 

Dr. JoHN DEsMoND Ditton: “ Dr. Dillon, during the whole period 
of his association with the casualty services, has rendered splendid 
service. On one occasion a casualty was trapped in the basement 
of a building the upper storey of which was blazing. Quite regard- 
less of risk to himself, Dr. Dillon went down amidst the wreckage 
in order to extricate the casualty. Water heated by the fire was 
streaming down into the debris, but the doctor crawled through, 
reached a boy and administered morphine. Dr. Dillon was himself 
at the time of this incident a casualty, for earlier in the evening 
he had been injured when extinguishing an incendiary bomb.” 


Dr. Daniet Dr. JoHn SmitH McLaren Orp, and 
Cecit1a McGinty: ‘‘ A tenement building was partly demolished 
by a high-explosive bomb. Rescue workers tunnelled through to 2 
trapped person and Dr. Millar administered morphine to him. Dr 


McLaren Ord arrived and it was decided to amputate the man’s | 


foot in order to release him. With Nurse McGinty the doctors 
entered the tunnel and Dr. Millar performed a forty-minute opera- 
tion, the anaesthetic being given by Dr. McLaren Ord, assisted by 
Nurse McGinty. During the entire period the remaining part of 
the building was on the point of collapse and occasional falls of 
wreckage took place. By their gallant action, performed at great 
personal risk, the doctors and nurse succeeded in extricating the 
trapped man.’” 


Dr. Haroip Gryn-Jones: ‘‘ A bomb demolished a large building 
and the occupants were trapped. Every service combined to extti- 
cate the victims, and the driving of tunnels into the shaky mass 
of masonry and girders led to the rescue alive of many casualties. 
Throughout the rescue period of nine hours Dr. Glyn-Jones was 
indefatigable. At much personal risk he crawled down tunnels to 
give morphine and temporary treatment to the wounded, and Ms 
courage and determination were alike outstanding. He received 
the greatest help from Wilfred John Clarke, sergeant, A.R.P. 
Stretcher Party, Lambeth (awarded the British Empire Medal (Civil 
Division)), and Norman Jaeger, leader, A.R.P. Stretcher Party, 
Lambeth (awarded a bar to the British Empire Medal (Civil Div 
sion)), whose fearlessness, like that of the doctor, was a conspicuous 
example to others. .The efforts of Dr. Glyn-Jones and of the tw? 
stretcher-bearers were instrumental in saving many lives.” 


Little progress had been made during the’ 
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Local News 


ENGLAND AND WALES 
The Red Cross and the Civilian Population 


The civilian injured by enemy action is now, as the soldier 
has long been, the recipient of Red Cross help. This extension 
of the work of the Red Cross was brought to notice in a 
paper read before the Royal Society of Arts by Major- 
General Sir John Kennedy, vice-chairman of the executive 
committee of the British Red Cross and St. John War Organ- 
ization. At the time of the Battle for Britain last autumn, 
while the Government and local authorities were organizing 
machinery to relieve civilian distress, the Red Cross, he said, 
felt it its duty to come to the immediate aid of civilians. A 
sum of a quarter of a million was placed at the instant call 
of the officers of the organization in the various counties, and 
they were told to use it without undue formalities to meet 
the immediate needs of those who had suffered. Special 
services included the giving of information to relatives and 
arrangements for the latter to visit the patients in hospital ; 
the commissioning of a fleet of 170 ambulances for use par- 
ticularly in air raids, in addition to the 200 Red Cross 
ambulances already attached to the Home Commands ; and 
the admission of civilian as well as Service convalescents to 
the auxiliary hospitals and convalescent homes which have 
been established in this country with accommodation for 
20,000 beds. Another phase of Red Cross activity is of 
enormous importance in fortifying civilian morale. In this 
war members of detachments of the British Red Cross and 
the Order of St. Jonn numbering some 300,000 have been 
called upon to volunteer for other duties than hospital service. 


As fully trained men and women they entered the A.R.P. 


services, which then consisted mostly of volunteers who were 
unqualified and inexperienced, though eager and _ willing 
enough. In doing so these Red Cross workers relinquished 
their distinctive designation, exchanging their more famous 
emblem for the A.R.P. badge. ‘‘ One reads of the exploits of 
the A.R.P. services,’’ said Sir John Kennedy, ‘* but it is only 
we who know from the reports which we receive how much 
of the credit could rightly be claimed by detachments of the 
British Red Cross Society and the Order of St. John.’’ These 
men and women have manned first-aid posts, formed the 
crews of mobile units, served as stretcher-bearers, driven am- 
bulances, staffed rest centres, rescued wounded and injured, 
and aided doctors in emergency treatment, all in the midst of 
the fiercest assaults to which the population of this country 
has ever been subjected. 


Medical Sickness and Life Assurance 


The annual general meeting of the Medical Sickness, Annuity, 
and Life Assurance Society, Ltd., was held in London on 
May 5, with Dr. F. C. Martley in the chair. In moving the 
adoption of the accounts Dr. Martley said that the head office 
had been destroyed by enemy action, but there were no 
casualties among the staff and the records had already been 
removed to the society’s registered office at Highfield, Chester- 
ton, Cirencester. New business during the year had been at 
about 40% of the pre-war figures. In both the life and the 
sickness departments the claims were heavier, due in the 


former to war claims and in the latter to the serious epidemic 


of influenza in the early part of 1940. A further £50,000 had 
been transferred to the War Emergency Reserve Fund, making 
the total £150,000, which it was hoped would suffice to pro- 
vide for the heavy fall in the value of assets. All surplus 
moneys went into British Government securities, the holding 
in which had been increased to £387,366. The quinquennial 
valuation was due at the end of 1941, and while hopeful of 
satisfactory results, he must utter a word of warning to 
members not to be too hopeful of bonuses. All resources must 
be conserved to.meet the commitments and liabilities in view 
of the uncertain condition of affairs in the world in general. 
A recommendation of the Board was adopted to the effect 
that no interim bonus be paid on with-profit policies for per- 
Manent sickness and accident insurance and life assurances for 
the: year 1941, but that interim bonuses for the years 1937, 
1988, and 1989 be ‘paid on all such’ policies ‘becoming claims 
during 1941. The report of the directors stated that the new 
Sums assured in the Life Assurance Fund totalled £154,290, 


with an annual premium income of £4,018. The claims paid 
were £42,647. Premium income amounted to £147,051, and 
the rate of interest earned on this fund was £3 Ss. 3d.% 
after deduction of tax. The new annual premiums in the 
Sickness Fund totalled £4,575, and £67,895 was paid in 
claims ; the premium income amounted to £129,910, and the 
rate of interest earned was £5 Gs. 9d.%, again after deduction 
of tax. The total funds now amounted to £2,181,782. 


CANADA 


Scientific Research in Canada 


Lieut.-General A. G. L. McNaughton, general officer com- 
manding the Ist Canadian Corps Overseas Force, is also 
president of the National Research Council of Canada, and 
in the latter capacity gave an address before the Royal Society 
of Arts on May 13 on the subject of research in the Dominion. 
The organization of research in Canada as a function of 
government dates back to the last war, when the example 
of the home country was followed and an advisory council 
for scientific and industrial research was established. It was 
not contemplated at that time, said General McNaughton, that 
the council would establish laboratories of its own ; it was to 
act as an agency for consultation and co-ordination between 
those already carrying on research in the existing laboratories 
of the several departments of the Dominion and Provincial 
Governments, of the universities, and of industry. By 19382, 
however, the council, now the National Research Council, 
had its own laboratories, and in 1939 its annual budget was 
one million dollars. In Canadian industry there were, on the 
eve of the present war, over 1,000 laboratories with 2,500 full- 
time professional workers. The council has developed close 
relations with every branch of science in Canada, with 
the universities, with the Government Departments concerned 
with research problems, and with the great professional 
societies in medicine and other fields. ‘General McNaughton 
mentioned a few fields of research to illustrate the wide range 
of work carried on, especially in agriculture and forestry, and 
in chemistry, physics, and engineering A system of assisted 
researches has been instituted whereby professors in charge 
of university departments may be given financial assistance 
for the provision of needed apparatus and laboratory help. 
No attempt has been made by the council to monopolize 
research; in fact it has encouraged research in the universities 
and elsewhere. Much work has been done through associate 
committees, which direct co-operative research on the problems 
assigned to them. One such committee is on aviation medicine. 
This was under the chairmanship of the late Sir Frederick 
Banting, and it was while carrying out the very important 
programme of work planned by this committee that Sir 
Frederick Banting lost his life in a flying accident: The loss 
of such a great leader in this and other important research 
work is greatly mourned in Canada and in scientific circles 
all over the world, but his work, said General McNaughton, 
would live, as his committee would see to it that the many 
projects he initiated would be continued. General McNaughton 
added that all this research work in Canada was going forward 
in closest consultation with the authorities in Great Britain 
and with their mutual friends and colleagues in the United 
States. 


Canadian Blood Serum for Britain 


Blood serum, prepared at Toronto University in a laboratory 
equipped and financed by the Canadian Government, is to be 
shipped to Great Britain for use in the treatment of air-raid 
casualties. The serum, prepared from the blood .of voluntary 
donors, was first distributed to the Canadian Forces in Canada 
and the United Kingdom, but the Department of Pensions 
and National Health, in agreement with the Department of 
National Defence, recently informed Mr. Malcolm MacDonald, 
United Kingdom High Commissioner in Canada, that they 
were able, if desired, to begin shipments as a gift to the 
United Kingdom Government. This offer has been accepted 
with gratitude, and 500 bottles of serum, each sufficient for 
one administration, are to be sent to the National Institute 
for Medical Research, London. It may be possible to arrange 
for small shipments by air. Mr. MacDonald has been asked 
to convey to the Canadian Government the cordial appreciation 
of the United Kingdom authorities. 
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TRAUMATIC SHOCK 


At a meeting of the Manchester Pathological Society held 
in the Medical School on May 14, with the president, Dr. A. 
Hittyarp Homes, in the chair, Prof. J. H. DIBLE gave a 
lecture on ‘‘Some Aspects of Traumatic Shock.”’ 


Prof. Dible, who defined shock as a condition of low blood 
volume, discussed the lines along which the present position 
of our knowledge of shock had been reached. He outlined 
the historical development of our knowledge, and the theories 
which had been prepounded during the last war, leading up to 
the traumatic toxaemia theory of Bayliss and Cannon and the 
view that the active. substance might be histamine. He 
reviewed the work of Blalock, Simonart, Macdonald and Holt, 
and O'Shaughnessy and Slome, and the evidence which 
stressed the importance of the local effusion in the genesis of 
shock. The influence of the nervous system and that of the 
suprarenal cortex were also discussed. On the clinical side, 
the differentiation of various factors which contributed to the 
condition of low blood volume was considered and the findings 
described in examples of the different types. 


Finally, the syndrome recently described by Bywaters and 
Beall and others! in which anuria and uraemia follow crush 
injuries with recovery from the immediate shock was dis- 
cussed at some length. The anatomical changes in the kidney 
were described and the similarity of the picture to that seen 
in other examples of intense intravascular haemolysis, such as 
blackwater fever and incompatible blood transfusion, was 
emphasized. Prof. Dible expressed the opinion that the 
important renal change was one of intense catarrh affecting 
the whole nephron and leading to an excessive filtration and 
reabsorption of the glomerular filtrate. The pigment in the 
urine in this condition did not appear to be haemoglobin; 
there was, however, extensive muscular necrosis, and recent 
work at the British Postgraduate Medical School has adduced 
evidence that it was myohaemoglobin. 


1 British Medical Journal, 1941, 1, 427. 


Correspondence 


Relationship of Patient and Doctor 


Sir,—May I stress—in a different connexion, and especially 
for the consideration of the Medical Planning Commission— 
two clauses in the summary and conclusions of the Goulstoniin 
Lectures (Journal, June 7, p. 850). Dr. 
says that treatment of Da Costa’s syndrome in the Army is 
shackled ‘“‘ by the difficulty in establishing intimate contact 
with a patient who did not choose his medical confidant ’’ and 
‘* by the,duty of having to se1ve the State first, the patient 
second.’’ He thus illustrates and confirms the importance of 
two essentials of a general practitioner medical service as they 
have been stated in B.M.A. policy—free choice of doctor and 
the preservation of the relationship of doctor to patient as 
prime and predominant, not subordinated to any other. Both 
these essentials have been disputed, and each has sometimes 
been injudiciously defended, There are, no doubt, many cases of 
individual illness in which free choice of doctor is unimportant 
as regards recovery; and it is both unnecessary and untrue to 
depreciate the work of salaried medical officers owing loyalty 
to councils, committees, or superior officers. But broadly, as 
principles underlying any general medical service for the 
nation, the immense value of these two factors cannot properly 
be disputed unless all experience and tradition of medical 
practice are found to be false.—I am, etc., 


Mudford, Yeovil, June 7. Henry B. BRACKENBURY. 


Ship Surgeons and the Medical Personnel on 
Military Transports 

Sir,—This, I hope, is not an inopportune time to draw 
attention to the position which ship surgeons hold in the 
passenger ships which have been taken over and are now used 
as H.M. Transports. 

Ship surgeons are engaged by the shipping company and are 
approved by the Board of Trade, and they normally enjoy 


Paul Wood there. 


in the ship and amongst the passengers a status and position 
second to no one on the ship’s staff. But since the vessels 
have been put into service as military transports his status 
on these boats tends to become secondary and subsidiary, and 
from being in a position of trust and confidence responsible 
for the health and welfare of all on board, the ship surgeon 
now finds himself relegated to a narrow sphere, where he js 
permitted, as it were by an act of grace, to carry on. This 
limitation of his activities is due to the attitude of those who 
frame the regulations governing sea transport and who, with 
very little regard for the attainments, rights, and duties of 
the ship surgeon, transfer to the Service medical officers the 
charge of everything connected with the health of the vessel, 

Let me quote from Voyage Regulations, 1935 (published 
1940), para. 201, page 54: ‘‘ The S.M.O. will take sanitary 
and medical charge of the ship and crew, and will frequently 
inspect the quarters occupied by the crew, calling the atten- 
tion of the Master and the O.C. troops to any neglect of 
sanitation.’’ There is little need to comment on this; it leaves 
no room for ambiguity or doubt, and all the subsequent para- 
graphs defining the duties of the S.M.O. equally ignore the 
position of the ship surgeon, with the exception of one signifi- 
cant paragraph, to which I shall presently refer. 

Here I may say a word about the appointment of the senior 
medical officer. Sometimes he is chosen from the medical 
officers who are travelling with their units, and with these 
men I am glad to say my relations have always been cordial. 
At other times—and this is now becoming the established 
custom—an S.M.O. and assistant M.O. are appointed perma- 
nently or semi-permanently to the larger ships. It is usually 
here that the points of conflict arise. He has official sanction 
for the view that he supersedes the ship surgeon, who like 
some obscure stir dances round the more majestic orb. I 
shail cite from my own experiences some of the unhappy 
consequences accruing. 


I did a long journey to the Far East with a gentleman who 


was benevolent enough to inform me that I should be 
‘‘ allowed to look after the crew.’’ And when a member of 
the crew died he ordered me, as my “ superior officer,’’ to 
change the diagnosis I had entered in a ship’s official docu- 
ment from ‘’ heat exhaustion ’’ to ‘‘ heat stroke.’’ Incident- 
ally, he had nct seen the patient; he had never seen a case of 
heat stroke; I had seen several. And the document in question 
did not concern him in any way. 

This may seem an example of an extreme case, but I have 
heard of instances of tactlessness and aggression equally 
unfortunate. Such a state of things is hardly tolerable; it is 
unfair to a man in his own ship. And while the existing 
regulations stand, with all the emphasis in the interests of 
one party, difficulties are constantly liable to arise, and only 
the exercise of great patience can ensure that the relationships 
shall be tolerably friendly. 

Perhaps it would not be out of place to make a few comments 
on the status of the S.M.O. in his relations with his brother 
officers on board. If he is the type who likes to assert his 
authority by taking control of their patients, his relations 
with the various medical officers in charge of the units are 
not likely to be happy. It is a bad arrangement on both 
sides. Ard if he finds himself in contact with a homogeneous 
unit such as a field ambulance, these specially selected men 
are not likely to be passive under the struttings of a person 
who is in every way their intellectual inferior. And as to his 
relationship with colonial troops and doctors—well, it is 4 
point that I need not labour. Such things I have seen and 
observed. 

Finally, may 1 be permitted to question the wisdom of 
keeping two military medical men permanently on board the 
larger ships and one on the smaller vessels, numbers which 
amount to a very large total in the aggregate, at a time when 
at home, in London and the Midland cities, there is a crying 
need for doctors. Several of the S.M.O.s with whom I have 
spoken share this opinion very emphatically; they feel that 
their services are superfluous, to say the least of it. 

I shall now quote para. 220, page 58, from the Voyage Regu- 
lations to which I have already referred: ‘‘If, owing t0 
exceptional circumstances, there is no military medical officer 
on board a transport or freightship, military passengers will 
be warned that, except in cases of voluntary vaccination of 
inoculation of officers and their families, no fees whatevét 
should be paid for attendance by the civilian ship surgeon. 
‘“ Warned,” I take it, against the dishonesty and cupidity of 
the ship surgeon, who is apparently liable to importune for 
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fees, in spite of the fact that when he assumes charge of mili- 
tary personnel full instructions are handed to him regarding 
the scale of remuneration and the submission of his claim for 
payment—instructions which leave no room for ambiguity or 
doubt. When first I heard of this ‘‘ warning ’’ from some 
officers I thought they spoke in jest; that they were leg-pulling, 
in fact. I do hope that something more expressive of an 
arrangement between gentlemen will soon take the place of 
this tendentious paragraph. 

{ have touched on some of the disadvantages under which 
the ship surgeon now labours. But it ought not to be beyond 
the wit of man to devise some arrangements which would 
recognize his position and status, acknowledge his usefulness, 
and make a proper employment of his services. At present 
he is merely the crew’s doctor, with duties that are trifling. 
It tends to be a dull life, and all the praises poured forth on 
the air about the self-sacrifice of seafaring men, though gratify- 
ing, do not quite make up for it. In addition to this, he has 
suffered a considerable diminution in income since the cessation 
of the passenger traffic—a matter of no light moment in many 
cases. 

In this account I hope I have not been over-critical or 
censorious. It has only been my intention to point out some 
very real grievances, and I do so all the more willingly as I am 
only temporarily a ship surgeon, and I feel therefore that 
I can speak disinterestedly on behalf of a large body of men 
who are not obtrusive or clamorous in their claims, but who 
wish to be allowed to maintain their self-respect on their ships, 
and who ought not to be impeded, harassed, or penalized in 
any unnecessary or gratuitous manner. 

Should this letter evoke any correspondence, I am afraid 
that I shall not see it for some four or five months.—I am, etc., 


JAMES PRENDERGAST, 


Liverpool, May 15. Ship Surgeon, 


Undergraduates Training in the Municipal 
Hospitals 


Sir,—The correspondence in recent issues of the Journal 
gives a very inadequate picture of the extent to which facilities 
for undergraduate teaching were provided in the L.C.C. 
hospitals before September, 1939. 

(1) Arrangements made with the deans of the several 
medical school hospitals in London were in operation for some 
years prior to 1939 for the provision of facilities for medical 
students from every one of the medical schools to be attached 
to one or more L.C.C. hospitals for their midwifery work. 
It is no exaggeration to say that had it not been for the 
facilities provided at LC.C. hospitals it would have been 
impossible for London medical students to comply with the 
requirements of the General Medical Council. 

(2) Similarly arrangements were in operation for some years 
by which every medical school hospital was attached, for the 
purposes of clinical instruction at the bedside, to one or more 
L.C.C, hospitals. This meant that on one or more afternoons 
each week from each medical school a group of medical 
students selected by their own teachers went to an L.C.C.. 
hospital and there saw patients specially chosen for the 
demonstration and were taught by their own teachers. 

(3) Arrangements were also made for the provision of 
teaching facilities at some of the L.C.C. special hospitals, 
notably at St. Margaret’s Hospital, North St. Pancras—the 
only hospital in London where it was possible to teach not 
only medical students, but also graduates, certificated mid- 
Wives and pupil midwives, all about ophthalmia neonatorum— 
quite one of the rarest diseases to be seen nowadays in any 
other London hospital. If it were not for St. Margaret’s 
Hospital practically every medical student and every pupil 
midwife in London would go into practice without ever seeing 
a case of ophthalmia neonatorum and how to treat it. 

(4) It is unnecessary to dwell upon the facilities provided 
at the L.C.C, fever hospitals because they are well known to 
everyone, but it is not so well known that at L.C.C. hospitals 
there were in peacetime by far the most extensive series of 
specialized ‘‘ units ’’ to be found anywhere in this country—for 
example, fractures of all kinds, plastic surgery, thoracic 
Surgery, thyroid disease, poliomyelitis, encephalitis, pernicious 
anaemia, epilepsy, congenital syphilis, orthopaedic cases, etc., 
etc.—but unfortunately little advantage was taken of the mar- 
Vellous opportunities available at these specialized units for 
undergraduate or postgraduate study. . 


It remains for me to add that in actual practice, though 
all these advantages for the teaching of the medical student 
were freely available and largely taken advantage of by the 
deans of the medical schools, there was one outstanding prac- 
tical difficulty which we had not quite overcome but which IL 
am sure could and should be overcome when war is over and 
we are able once more to turn our attention to the training 
of the medical student and many other allied problems. The 
difficulty was that as a rule the staff of the medical school 
hospital quite naturally wanted to teach their own students 
at the L.C.C. hospitals. No great objection was taken to this 
procedure by the L.C.C. hospital staff, although it is obvious 
on the face of it that the teachers from the medical schools 
could not teach properly on patients they knew very little 
about, and furthermore it was not easy always to avoid saying 
something at the bedside which the patient might interpret as 
a criticism, quite unintentional, of the diagnosis and treatment 
by the L.C.C. medical officer in charge of the case. Much 
more could be said on this difficulty but space will not permit, 
and therefore I content myself with the suggestion that one 
way of overcoming this difficulty is for an arrangement to be 
made in future whereby the teaching staff of the medical school 
hospital, attached to an L.C.C. hospital or hospitals, should 
become the consultant staff of the L.C.C. hospital. This would 
enable the staff of the medical school hospital and L.C.C. 
hospital to work together in still greater and more harmonious 
co-operation and for the medical school teacher to be 
thoroughly familiar with the clinical condition of the patients 
upon whom he proposes to teach. The other alternative, and 
one which could often be adopted, would be for the medical 
student when visiting an L.C.C. hospital to be taught by the 
L.C.C. medical officer and for that officer (or officers) to 
become an honorary member of the medical school teaching 
staff. Possibly a combination of both schemes would be best 
of all. In certain of the L.C.C. special hospitals or specialized 
units the only possible teacher would be the L.C.C. medica! 
officer.—I am, etc. 


Criccieth, June 1. FREDERICK MENZIES. 


Cut Flexor Tendons 


Sir,—In your issue of March 15 (p. 417) Mr. H. Blacow 
Yates advised amputation as the best means of securing an 
early return to work in cases of flexor tendons which have 
been divided within their digital synovial sheaths and in 
which a rapid recovery is of national importance. 

It is admitted that the suture operations, whether primary 
or delayed, as at present practised rarely restore normal 
function. Nevertheless, I submit that some of these urgent 
cases for which amputation is recommended would be better 
treated by a deliberate fixation of the tendon to the digital 
sheath, provided that the degree of permanent flexion of the 
interphalangeal joints obtained permits of satisfactory 
opposition to the thumb, and that the scar is lateral so as 
to avoid trouble from pressure. Many cases in which suture 
has been attempted are discharged with a stiff but useful 
finger if flexed at these joints, and with less disability than if 
amputation had been done. There are some occupations in 
which a fixed flexed finger would prove a severe handicap, 
and in these primary amputation is the best procedure. Of 
course, in the case of the thumb conservative measures are 
almost always preferable to amputation. 

Concerning the level at which amputation of the fingers 
should be performed for lesions of the flexor profundus tendon, 
this should be just proximal to the distal interphalangeal 
joint, and the resulting disability is only slight. 

For lesions affecting both deep and superficial tendons the 
level will depend on the finger involved. In the case of the 
index the whole finger should be removed and, preferably, in 
addition an oblique portion of the metacarpal. Dr. H. A. 
Haxton, on the same page of the Jcurnal, referred to the 
advantages of such a procedure; the patient rarely uses the 
stump consisting of the first phalanx, if retained, but prefers 
to employ the middle finger instead and not infrequently finds 
the stump a nuisance. For the middle and ring fingers it is 
advisable to amputate through the head of the first phalanx, 
as the stump not only adds to the strength of the grip but 
also prevents deviation of the adjacent fingers. The loss of 
the little finger is not serious, but when strength rather than 
appearance is the object it is better to amputate through the 
head of the first phalanx; otherwise the procedure should be 
as for the index. 
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It should be possible to evolve a technique for suture 
within the flexor sheath and after treatment to produce a high 
percentage of successful results, and Mr. Blacow Yates has 
done a valuable service in directing attention to the present 
unsatisfactory position, especially as this leads to so great a 
loss of valuable time.—I am, etc. 


Puitip Hawe, Ch.M., F.R.C.S., 
Lieut.-Colonel R.A.M.C. 


Treatment of Injuries of the Fingers 


Sir,—From time immemorial medica] students have been 
taught that when dealing with injuries of the fingers their 
watchword must be ‘‘ Save all you can,’’ and this advice still 
lingers, copied from paper to paper and textbook to textbook. 
Quite recently no less distinguished a surgeon than Sir John 
Fraser has given his authority to this fallacious teaching in 
a memorandum circulated by the Department of Health for 
Scotland. Sir John dismisses the subject of amputations of 
the fingers with the advice that ‘‘ the utmost conservatism 
must be exercised; a functioning digit or any portion of it 
should be preserved if possible.’’ Blind adherence to this 
policy of undiscriminating conservatism has condemned 
untold numbers of patients to months of painful dressings and 
disability and to repeated operations in a useless endeavour 
to save part of a finger which should have been amputated at 
the start. 

In the Journal of March 15 (p. 417) you published two 
letters in which the policy of conservatism was challenged: 
Dr. H. A. Haxton questioned the value of a short index stump 
and advised amputation through the shaft of the metacarpal; 
Mr. H. Blacow Yates questioned the efficacy of suture of the 
flexor tendons within their digital sheaths and suggested that 
a primary amputation would be better treatment. I have 
expected each week to read an angry reply to these heresies, 
but as none has appeared I am emboldened to suggest that 
there are many other indications for radical treatment 1n 
dealing with finger injuries. 

Every bit of the thumb is valuable and none may be 
sacrificed, but in the case of the fingers it is unfair to the 
patient to attempt to save, or to continue conservative treat- 
ment of, a finger which is doomed to be permanently stiff, 
useless, or painful. Immediate amputation is therefore 
indicated in the following circumstances: (1) Crushed fingers 
in which the finger-tip is ischaemic. (2) Compound fractures 
of the middle or proximal phalanges in association with severed 
tendons. (3) Comminuted fractures of two phalanges with a 
shattered joint between them. (4) Compound fractures of the 
terminal phalanx involving the joint. (5) Finger wounds with 
extensive skin loss. These injuries almost always result in stiff 
useless fingers. Only if several fingers are involved is it worth 
while attempting to avoid amputation by the immediate 
application of skin grafts. (6) The finger ankylosed in exten- 
sion is a nuisance to the patient and a reproach to the surgeon; 
no time should be wasted before removing it. (7) Division of 
the flexor tendons within their digital sheaths. Like Mr. Blacow 
Yates, I have never seen a good result following suture, and 
consider that immediate amputation is the best treatment. 

In determining the level of amputation the following points 
should be remembered : 

(1) The bone end must be covered with good skin and 
without tension. 

(2) The scar shculd not be terminal and should not be on 
the palmar surface unless this is absolutely unavoidable. 

(3) The loss of part or all of the terminal phalanx is no 
handicap, except in certain special occupations. 

(4) The amputation of all or part of the proximal or middle 
phalanx of the index finger leaves a stump which is a nuisance. 
If amputation higher than the terminal phalanx is necessary it 
is better to sacrifice the whole finger and make the amputation 
obliquely through the metacarpal shaft. 

(5) Amputations through the proximal or middle phalanges 
of the middle or ring fingers leave stumps which usually are 
useful. 

(6) Amputations proximal to the web of a finger or dis- 
articulations at the metacarpo-phalangeal joint should be 
avoided; they leave ugly stumps which get in the way and the 
fingers on either side become adducted. Instead, amputate 
about 3/4-inch proximal to the joint, through the shaft of the 
metacarpal. 

(7) Loss of part or all of the little finger causes but slight 


disability. Unless all or the greater part of the middle phalanx 
can be retained it is better to amputate obliquely through the 
shaft of the metacarpal. 


These ‘‘ rules ’’ are based on personal experience and obser- 
vation. They are brought forward in the hope that they may 
stimulate discussion on the very important but negleeted 
problem of finger injuries. Out of the experience of surgeons 
who have seen a large number of these cases, and from the 
records of insurance companies, it should be possible to formu- 
late a set of rules that would be generally acceptable.—I am, 
etc., 

May 30. J. B. Otpuam. 


Treatment of Osteomyelitis 


S1r,—Chronic osteomyelitis will, I believe, prove to be one 
of the most serious surgical problems of the war, for at least two 
reasons: first, it is a common result of gunshot wounds of 
bone; and, secondly, we do not appear to have made much 
progress in the treatment of this condition. Cases are still 
attending hospitals for dressing and occasional scraping of 
sinuses resulting from wounds of the last war: twenty-five years 
of dressings is not a unique history. Chemotherapy does little 
to help, which is what one would expect. The avascular 
nature of the lesion makes it unlikely that drugs will reach the 
focus even if they were likely to be useful there. 

The treatment of acute osteomyelitis has ranged from gutter- 
ing to the extremes of diaphysectomy on the one hand and 
to drill holes on the other. Closed-plaster methods have helped 
greatly in the acute condition, but do any of these methods 
prevent the condition passing into the chronic phase? If the 
infected bone is in such a position that a shallow saucer-like 
depression can be cut out of the bone and the space so formed 
filled with a muscle graft, healing may be permanent; but take 
a by no means uncommon case—chronic osteomyelitis of the 


‘lower end of the femur without sequestrum formation: what 


can one do for this condition? I have known such a condition 
remain healed and apparently cured for seven years, and then 
the disease break out so violently with two pathological frac- 
tures that amputation at the hip-joint had to be performed 
as a life-saving operation. Would a patient with chronic 
osteomyelitis of the lower end of the femur be better off with 
an amputation and an artificial leg? 

My real objects in writing this letter are three: (1) To remind 
us all of this problem and to bring it especially to the notice of 
those on the threshold of their surgical career. (2) To gain 
what information I can regarding the progress of treatment of 
this malady. (3) Most important of all—to plead for some 
centre or colony for pensioners whose wounds have produced 
this condition, where a concentration of thought and effort for 
this particular purpose would be available, and where the 
degenerative and depressing effects of chronic invalidism could 
be mitigated by occupation and industry suitable to the dis- 
abilities of the workers, as has been done in other conditions— 
e.g., at Papworth. Now is the time to start such a scheme if 
** planning ahead ’’ is no idle phrase.-—I am, etc., 


Hove, June 2. J. McCurricu. 


Obscure Nervous Effects of Air Raids 


Sir,—Mr. Tom Harrisson’s second letter (May 31, p. 832) 
prompts me to venture on a disclaimer. The aetiology I 
suggested in my letter of April 26 (p. 647) was intended to 
apply to a specific syndrome, as I understand’ it from the 
original description. I agree with Mr. Harrisson that there is 
throughout the profession a ‘‘.tendency to gloss over the 
serious psychological effects that air raids have on people, 
and to insist that the neurotic effects are negligible.’’ I would 
be sorry if Mr. Harrisson imputed this tendency to me.—I am, 
etc., 

London, W.1, June 1. H. CricHTON-MILLER. 


“ Egyptian Tummy ” 


Sir,—From my experience in Egypt for four years, including 
the summers, I, with others, suffered from this really trouble- 
some disease. It occurred in the hot weather as well as at 
other times, and in common with others I attributed it to 


_food infection, as it recurred in many people and as no one 


could be sure of the food they consumed. I can only say 


that, while chill may conceivably aggravate it, in the main 
it could nut be the cause of those violent attacks of vomiting, — 
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diarrhoea, and the like. From May to October no_bed- 
clothes could be worn. Even the fine net to protect from 
sand flies and mosquitoes was at times oppressive. The tem- 
perature in midsummer ranged from 98° F. to 103° F. in the 
day-time, and usually about 85° F. at night. There could 
hardly be any chill at such temperatures, By July there is 
usually a breeze known to the Egyptian as the Nile wind, 
but mostly the nights are only too still.—I am, etc., 


James W. Barrett, Lt.-Col., A.A.M.C. 
Melbourne, March 25. 


Treatment of Rectal Carcinoma 


Sir,—I regret the unavoidable delay in answering Mr. W. B. 
Gabriel's letter (March 29, p. 492). 

My cases were judged inoperable on the usual ground of firm 
adhesion, the decision being made in the first instance by one 
or other of my surgical colleagues. The estimation of oper- 
ability is, of course, a personal matter, and I have no doubt 
that in a special hospital the criterion may be different from 
that which obtains in a general hospital. While admitting 
that the more general performance of laparotomy may be 
desirable to settle the question, I cannot agree that, if this 
shows a case to be inoperable, colostomy should be carried out 
as a matter of course. The whole point of my article was, in 
fact, te show the opposite, and I hope that Mr. Gabriel and 
others will give my suggestion an extended trial. I agree, 
however, that if the anal canal is involved colostomy is 
desirable. 

In none of the four cases which I described was biopsy per- 
formed. Recent examination of them showed that each had a 
firm adherent mass. In one of them the proctoscope revealed 
slight superficial haemorrhage, but in none was there any 
ulceration.—I am, etc., 


Cambridge, June 2. Fr. RoBERTs. 


Treatment of Diphtheria 


Sir,—In my opinion, the use of sulphapyridine and other 
sulphonamides in the treatment of diphtheria should be dis- 
couraged until there is evidence that sulphonamides can deal 
effectively with organisms localized in the throat. Scarlet fever 
may be regarded as being similar to diphtheria in that the 
causal organisms growing in the throat produce most of the 
symptoms by toxins which are absorbed by the lymphatics. 
In a series of some 500 consecutive cases of scarlet fever I 
treated alternate patients with sulphanilamide. In the two 
groups thus obtained there was no appreciable difference 
regarding either the severity and length of the initial feverish 
illness or the incidence of complications. This is in agreement 
with the findings of other physicians. Sulphonamide therapy, 
though useful in other infections with haemolytic streptococci, 
thus appears to be useless in combating haemolytic strepto- 
coccal infections of the fauces, such as scarlet fever. In the 
treatment of diphtheria, therefore, the following considera- 
tions should be kcpt in mind: (1) The disease is produced 
by toxic absorption from a localized infection. (2) Sulphon- 
amide drugs act on bacteria not en toxins. (8) Sulphon- 
amides are effective only when the pathogenic organisms are 
in, or can be easily reached by, the blood or tissue fluids. 
Thus lung abscess and empyema following pneumonia, or 
abscess due to erysipelas, do not respond to sulphonamides 
though the initial infection is amenable to this treatment. 
(4) Bacteria growing in the throat may be regarded as being 
inaccessible to sulpaonamides in the blood or tissue fluids, 

My experience with vitamin B, ir the treatment of diph- 
theria tends to support the evidence produced by Drs. G. E. 
Donovan and M. Bannister (March 8, p. 359). Of four severe 
cases recently all were given vitamin B, parenterally from the 
time of admission, and all developed severe nervous or circu- 
latory complications about the third week. One patient died 
in the fifth week after progressive palatal and pharyngeal 
paralysis and acute circulatory failure; one recovered (only 
after three weeks) from severe palatal paresis with circulatory 
failure (gallop rhythm); one recovered after palatal paresis and 
threatened cardiac failure (bradycardia) ; one recovered from 
severe palatal paresis. My opinion is that vitamin B is a 
useful tonic in debilitated states, but it is not a specific for 
the nervous or circulatory complications of diphtheria, either 
as a curative or as a prophylactic measure.—I am, etc., 


Thornton, Fife, May 26. James B. FLEMING. 


After-treatment of Paraplegic Patients 


Sir,—Lieut.-Colonel E. A. Gowlland’s article (May 31, 
p. 814) on the after-care of paraplegic patients, carrying as it 
does the weight of extensive experience, is most opportune a: | 
outlines clearly the essential points in the treatment of Jate 
cases. A reference to early treatment, however, is open to 
argument. One of his two conclusions was the necessity for 
the freeing of pressure on the spinal cord by laminectomy. In 
practice laminectomy is very seldom indicated and cannot 
compare in importance with the correction of bony deformity 
by manipulation. A depressed fracture of the laminae, the 
most obvious indication for the operation, is relatively 
uncommon, and not infrequently causes irreparable damage to 
the cord. Again, metallic bodies in the spinal canal are 
generally best left alone.—I am, etc., 


Stanmore, June 5. K. I. Nissen, F.R.C.S. 


Epidemic Dropsy and Toxic Oils 


Sir,—May I draw your attenticn to a reference made by 
you in your issue of November 16, 1940 (p. 681), to the recent 
work on the causation of epidemic dropsy carried out at the 
All-India Institute of Hygiene and Public Health, Calcutta. 
The concluding sentence suggests that the disease is caused 
by the use of raw untreated oil in food and in the oil bath. 
This, read in conjunction with the sentences preceding it, 
would suggest that the use of the oil as culinary fat is free 
from danger. On the other hand, our studies! support the 
view that the practice of anointing the body with the toxic oil 
is probably harmless, whereas the heating of the oil as it 
occurs in the process of cooking meat, fish, or vegetables, 
which does involve fuming, causes the disease. However, as 
judged by chemical tests, the oil becomes detoxicated on 
exposure to sunlight (not necessarily ultra-violet light), 
especially in the presence of air.2. Further work, shortly to 
be reported, shows that animal and human feeding tests 
confirm the above findings.—I am, etc., 


Professor of Epidemiology and Vital Statistics, and 
Officer in Charge, Epidemic Dropsy Inquiry. 
Calcutta, Feb. 26. 


Silk in the Darning of Hernias 


Sir,—The correspondence on this subject in the Journal 
revives old memories on the part of a general practitioner who 
some forty-five years ago was a dresser to the late Frank T. 
Paul of revered memory. Over and over again did that 
great surgeon impress upon the students of the Liverpool 
Royal Infirmary never to bury silk, on account of its perman- 
ence, its readiness to become a nidus for germs, and its powers 
as a tissue irritant—all these illustrated out of the wealth of 
his experience. Myself having one day mentioned this matter 
to Thelwall Thomas then assistant surgeon at the Royal, he 
said that if one used fine silk and sterilized it well one had 
nothing to fear. It was only a short while afterwards that he 
showed me a persistent sinus following the use of silk in a 
femoral herniotomy, and told me that he had abandoned the 
use of buried silk. 

In the long years that have passed since then I have met 
with abundant proof of the soundness of Paul’s teaching, and 
would not willingly submit a patient of mine to the risks of 
buried silk.—I am, etc., 


Harston, Cambridge, June 7. W. J. Youna. 


Physical Medicine and Orthopaedics 


Sir,—The letters from orthopaedic surgeons (May 24, p. 791) 
call for vigorous protest. Physical medicine does not give poor 
results when properly applied in suitable cases (was not the 
life of King George V prolonged by ultra-violet rays and 
diathermy ?); neither need inertia be caused; and the suggestion 
that physical medicine can only survive as a part of ortho- 
paedic treatment is ludicrous. 

What is physical medicine? An enormously wide part of 
therapeutics. It includes treatment by physical agents such 
as electricity (alternating, direct, high-frequency, and static), 
water (plain or medicated), massage, exercise, manipulation, 


1 Lal, R.B., et al., Indian, J. med. Res., 1937, 25, 201; 1939, 27, 209. 
2 [dem, ibid., 1940, 28, 173, 
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etc.; rays (radium, x rays, ultra-violet, infra-red), climate, 
diet, and so on. What is orthopaedic surgery? Mr. Harry 
Platt answers by quoting Sir Robert Jones: ‘‘ The treatment 
by manipulation, operation, re-education, and rehabilitation, of 
the injuries and diseases of the locomotor svsiem.’’ Thus it 
is evident that orthopaedics is a branch of physical medicine, 
as are radiology, electrotherapy, hydrotherapy, and the rest. 

Orthopaedic surgeons cannot be expected to have adequate 
knowledge of all the various means employed in physical medi- 
cine. Other physical methods than orthopaedic are used suc- 
cessfully in such diseases as lupus, rickets, sinusitis, otitis, 
pneumonia, to mention only five which the strict orthopaedic 
surgeon would not treat. As regards the title ‘‘ orthopaedic 
physician,”’ this limits activity to the orthopaedic section alone. 
There can be no really comprehensive title for the practitioner 
in physical medicine, as the subject has become so all- 
embracing.—I am, etc., 


May 25. ARTHUR T, SPOOR, 
Lecturer in Physiotherapeutics, Bristol] University. 


Str,—I read with great interest Mr. Harry Platt’s letter 
(May 24, p. 791). There can be few who would disagree with 
the principle of unity of control in treatment throughout the 
course of an illness. 

He specifies the rheumatic diseases as the responsibility of 
the physician and deplores the subletting of therapeutic pro- 
cedure. With this I heartily agree. In this group of diseases 
the knowledge and practical experience of a genera] physician 
are essential in many cases to obtain a correct diagnosis and 
consequently sound treatment. Byt for the successful unity 
of control in treatment the physician must have a full know- 
ledge of physical therapy, plaster technique, and manipulative 
procedure, only being dependent on a surgical colleague for 
operation details. In fact, he should be a general physician. 

Prof. Davidson stated some four years ago that improve- 
ment in the treatment of rheumatic diseases would lie in the 
progress of medical orthopaedics, and so I would disagree with 
Mr. Platt in his remark that the ‘* orthopaedic physician ’’ of 
the future—a term which I hope will never come into use— 
should be drawn from the ranks of the fully trained surgeons. 
The conditions with which these men deal will be chiefly 
medical conditions, and they must be primarily fully trained 
physicians, ani, secondly, have a knowledge of medical ortho- 
paedics.—I am, etc., 


London, W.1, May 27. OsWALD SAVAGE. 

Sir,—I have read your annotation and the correspondence 
on this subject with much interest. There are a number of 
important and usetul points in all of them, and I think that 
the majority of physiotherapists would strongly support any 
scheme for the expansion of the physical medicine services 
provided for the Armed Forces. There is a very real demand 
for adequate and appropriate service for the Forces both at 
home and abroad on account of the economic value of preven- 
tion of loss of function and of rapid restoration of function, 
which are the aims of physical medicine. 

‘The consultant in physical medicine to the Army and his 
staff are doing most valuable work, but expansion of the 
present service is required, since a great burden is being put 
on to the civilian hospitals with E.M.S. facilities by Service 
patients who require treatment in their departments of physical 
medicine, and very often these patients come great distances 
to have their treatment in these departments. From the 
military and other Service hospitals over-seas one continually 
hears of the demand for adequate departments of physical 
medicine, and, therefore, it is hoped that an adequate expan- 
sion of the present service will come into being to cope with 
these requirements. 

Sir Morton Smart, in his letter (May 24, p. 792), puts 
forward an extremely sound constructive scheme for a com- 
mittee of physiotherapists, with power to act, to be set up 
to advise and to develop any such plan, and I think that this 
suggestion would meet with the strong support of all physio- 
therapists. The shortage of adequately qualified specialists in 
physical medicine affords some difficulty in providing them for 
both the civilian and the military services. For this purpose, 
therefore, it is well worth while considering the appointment 
of physiotherapists, as in the last war, in each large centre, 
who would be in the R.A.M.C. and who could look after 
departments in both*the military and civilian hospitals in that 
area. It is also important to have an adequate supply of 


qualified masseuses for the Service departments and not mere] 
orderlies with a brief training. 

I also support the letter from the British Orthopaedic Asso- 
ciation. I consider that the physical medicine specialist should 
be not a technician but a good clinician with higher academic 
qualifications and large general experience of all branches of 
medicine and surgery, who has also knowledge of the types 
and methods of physical treatment, applied psychology, and 
social welfare. There are also good ‘‘ orthopaedic physicians ” 
to-day who can compare in diagnostic efficiency with their 
surgical colleagues. 

The function of the physical medicine specialist is to work 
ja the closest collaboration with his brother practitioners and 
to help them in the realm of preventive medicine, diagnosis, 
and treatment, bearing before him the aims mentioned above 
—of prevention of loss of function and restoration of function. 
This collaboration can always be close and of mutual benefit. 
There is no need for difference of opinion from the orthopaedic 
surgeons, with whom, in Oxford at any rate, there is always 
the closest co-operation. 

In the cases in which psychological and medical factors play 
a part the physical medicine specialist can offer invaluable help 
to the orthopaedic surgeon. The complete unit required for 
restoration of function under the specialist in physical medicine, 
and in which he would play an important part in controlling 
the personnel, would consist of three parts: (1) a department 
of physical education and treatment; (2) a department of occu- 
pational therapy; (3) a department of rehabilitation in which 
vocational suitability, guidance, and training should be estab- 
lished. Patients suffering from crganic or psychological 
disorder, or both, could be treated in one or more of these 
departments, which would work together. 

While the various types of physical treatment such as 
manipulation, massage, electricity, and hydrotherapy have a 
definite important adjuvant part to play, the main principle in 
departments of physical medicine should be ‘‘ active move- 
ments of mind and body of the right type at the right 
moment.’’—I am, etc., 


Basu. KIERNANDER, M.B., B.S., M.R.C.P., D.M.R.E. 
Radcliffe Infirmary, Oxford, May 30. 


Bureaucratic Surgery” 


Sir,—Mr. Norman Lake’s excellent letter on bureaucratic 
surgery and the subsequent correspondence in the Journal have 
raised issues that have been exercising the minds of many, 
for a considerable time. The arguments offered in defence 
of the special units and the claim for the monopoly by a 
few in wide fields of surgery, even to the inclusion of burns, 
scalp wounds, etc., have not as yet been wholly convincing. 
For instance, one of the main contentions appears to be 
that some cases reaching the special centres have been badly 
treated, and therefore all such cases, however trivial, should 
be sent in the first place to these special centres. Is it not 
possible that many cases treated successfully by the unknown 
surgeons are never seen at the special units to offset the 
failures that arrive there, and that good work can be done 
in many of the lowly shrines as well as in the temples of 
the high priests? Does the title ‘‘ specialist,’’ whether having 
been justly earned or merely acquired, assure a 100% success 
in contrast to the poor results of others? Are there no failures 
in the special units themselves, even at the hands of the high 
and mighty? I wonder if their work would be so infallible 
if they had to work under the conditions that many have 
to face in the hospitals that provide the necessary medical 
treatment. Perhaps even in their hands the razor would 
sometimes falter before the scalp was bared to perfection. 

However, the recent correspondence has opened up much 
wider issues than suggested by the title under which it has 
appeared. These are really concerned with the whole system 
of the country’s medical services in wartime, and I hope 
it will be understood that the following remarks are directed 
at the principles of that system and not at any particular 
individuals. Admittedly, much advancement in knowledge 
might be derived by the concentration of material for the 
exclusive use of experts in clinical research, but which of 
the three groups involved will benefit most from this advance- 
ment the personnel of the clinic, the body of the medical 
profession, or the experimental animal, the general public? 
Is there not a danger that centres created ostensibly for the 
greater perfection of treatment and the ultimate benefit: of 
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the public might soon merely provide an opportunity, not 
necessarily deliberately calculated, for the advancement of 
the practitioners who derive from them the exclusive rights 
of experience and advertisement? At least one famous 
American clinic appears to have been tainted with suspicion 
in this way. 

There are many who think that reorganization of the 
Emergency Medical Service is long overdue. The trend of 
medical organization in modern warfare has been to distribute 
the medical services so that the patient might be treated 
skilfully as soon as possible after the infliction of the injury, 
and not be merely temporarily patched up and relayed for 
proper treatment to base units which it might take a con- 
siderable time to reach. However, in many of the E.M.S. 
hospitals of this country, existing solely for the early treat- 
ment of the injured, students, newly qualified housemen, 2-1 
even fully fledged surgeons walk the deserted wards and 
corridors without any work from which to learn that necessary 
skill. 

Could not the work be more evenly distributed among the 
hospitals of the country, with regular inspection by qualified 
people to see that it was done adequately? Then the whole 
medical personnel might have the opportunity to obtain the 
experience that is necessary for the successful early treat- 
ment of the sick and injured, instead of this being reserved 
for the few who are fortunate enough to be appointed, either 
by influence or good luck, to the few special centres. By 
this means a far greater proportion of students could be 
adequately trained for the fighting Services than at present, 
and all would be given an equal chance. Also, a more 
accurate assessment of the available medical and surgical 
talent in the country could be formed, and a better use made 
of it, to the greater benefit of the public, which means the 
greater welfare of the State, which should be our only aim 
in total war. 

The travelling consultant would need to be truly skilled 
and competent in his specialty, and be appointed for that 
and no other reason. He must also be unbiased, without any 
special interests in the products of one medical school or 
another, or in any particular group of peeple. Perhaps it 
might be suggested that there would be a shortage of suitable 
specialists for this work, but if search were made occasionally 
beyond the confines of the teaching hospitals it might not 
prove so difficult. 

The true goal of medical progress should surely be the pro- 
vision for the public of as widespread, in addition to as 
competent, a service as possible, rather than skilled treatment 
(‘‘ skilled ’’ being sometimes, alas! merely a courtesy descrip- 
tion) at the hands of a privileged few, with the consequent 
higher cost to the patient that goes with monopoly. There 
are many surgeons in the E.M.S. who have been waiting since 
war was declared to try to save the lives of the sick and 
injured and play their part in the war effort. Such, however, 
has been the growth of special departments, and the creation 
of centres in which those with influence or authority are 
primarily interested, that the bulk of the cases have been 
taken by them, and the waiting surgeons are still waitiag 
with no lives to save. 

Can it be that those who have found themselves in co:n- 
manding positions during the war are using their temporary 
powers to ensure for the groups in which they are interested 
a first claim to appointments afterwards in case State Medicine 
becomes a reality, and are excluding others from competition 
by denying them access to experience now, and thus reducing 
indirectly the value of the total war effort of the professional? 
—I am, etc., 


London, E.2, June 2. G. R. BUTTERFIELD. 


Medical Planning Commission 


Sir,—Close examination of the report of the first meeting 
of the Medical Planning Commission (May 17, p. 759) reveals 
no obvious evidence of appreciation by the Commission of the 
necessity to co-ordinate short-view medical planning with 
the various aspects of planning in other spheres such «s 
agriculture and urban reconstruction. For instance, it seems 
to me most unlikely that the Army—now an efficient technical 
machine—will be disintegrated, on cessation of hostilities, into 
labour exchange queues. It may be retained, complete with 
medical personnel, and diverted more or less en masse to 
immediate agricultural, etc., requirements. Thus, medical 
planning out of step with such plans as may be in the minds 


of the Army authorities may have to be modified out of all 
recognition when national post-war plans are constructed. 

I would therefore like to suggest to the Medical Planning 
Commission that a special political subcommittee be chosen 
for the express purpose of maintaining political contacts with 
the Ministries. This will enable the Commission to implement 
its findings, when the time comes, instead of scrapping them, 
as sO many commissions have had to do.—I am, etc., 


Kearsley, Lancs, May 31. D. Ockman. 


Sir,—In the report of proceedings of the Medical Planning 
Commission meeting (Journal, May 17, p. 759) it is stated that 
they hope to have a preliminary report to submit at the end of 
this or early next year. At this rate when are we to expect 
hearing of any definite proposed plan of action? Already the 
Minister of Health is proposing to include another half-million 
private patients in the N.H.I. scheme. Does this not call for 
more immediate action? It is to be regretted that Dr. Stark 
Murray’s proposition was not adopted to consider domiciliary 
services and preventive medicine as a whole rather than to 
have committees investigating the separate branches. One of 
our present troubles is the lack of co-ordination between the 
various services. 

Would it not have been a wise step to find out the attitude 
of the profession as a whole towards the future of our medical 
services? This could easily be done by some body such as 
the B.M.A. sending out a very brief questionary to all 
registered practitioners on the following lines: 


(2) If not, is it because 
(a) it fails to give the best treatment to the people 
(b) it fails to give satisfactory conditions of service 
(3) Are you in favour of a State Medical Service? .............. 


(4) Are you in favour of extension of the N.H.I. as 
propesed by the Minister of Health? 


A questionary on these lines would certainly give the M.P.C 
some idea of the feelings of the profession. 

One of the great arguments against a State Medical Service 
is that of free choice of doctor. It is used by the opponents 
because it might appeal to the masses, but it is a greatly 
overrated argument. I quite agree with Dr. S. F. Marwood 
(Supplement, May 17, p. SG) when he describes it as a bogy, 
and surely anyone reading that article must be convinced that 
the argument of free choice of doctor is a myth.—I am, etc., 


Wetherby, May 27. S. Terry Pysus, M.D. 


Medical Man-power 


Sir,—I have read with shocked amazement Dr. C. A. H. 
Franklyn’s letter (May 3, p. 690) and with your permission 
I will roughly analyse and supplement it. 

(1) 35,000 doctors are engaged in active practice in England 
and Wales. 

(2) Of these, according to Dr. Franklyn’s estimate, the 
Forces (3,000,000 healthy men) have been allotted a grand 
total of 10,000—(30°% ). 

(3) This represents three doctors to every thousand of the 
nation’s fittest men, whereas in times of peace one doctor to a 
thousand laymen is the standard ratio. 

(4) Bitter experience taught us how useless was a doctor 
(at £2,000 and five years’ training!) in front-line warfare 
twenty-five years back. ; 

(5) None the less, to-day, with every one of us permanently 
in the “‘ front line,’’ nearly one-third of our trained surgeons 
and physicians are side-tracked into office work—or else 
appointed to the care of minor ailments. Serious cases are 
transterred to general hospitals for treatment by the remaining 
25,000 qualified men in mufti. Here is short-sighted economy 
indeed ; for while the “ soldier doctor ” renders first aid to 300 
men at £450 p.a., his civilian colleague is responsible not for 
a peacetime average of 1,000 laymen but for nearly 1,700 
tront-liners”’—and in our crowded hospitals the senior 
* honoraries ” still receive a nominal £50 a year. 


Having regard to these facts, I shrink from setting out a 
responsibility/work/pay ratio in black and white. But one 
irretutable example may be better than abstract mathematics. 

A year ago the British Army in Dunkirk was conjured 
home, and the great bulk of the casualties came streaming into 


ely 

SO- 
uld 
nic 
pes 
ind 
eir | 
ork 
sis, = 
ve 
on, 
fit. 
dic 
Lys 

lay ; 
elp 
for 
ne, 
ng 
nt 
cu- 
= (1) Are you satisfied with the present medical system?........ f ps 
cal 
ese 

a 
in aa 
ve- 

| 

tic 
ive 
ny. 
ce 
a 
ig. 
lly 
ot 
vn : 
he 
ne 
of 
ng 
eS 
gh 
dle 
ve 
al 
ld 
ch 
as 
‘m 
pe 
ed 
ar 
ge 
he at 
of ; 
e- 
al 
c? 
he at 
of 


910 JuNeE 14, 1941 


CORRESPONDENCE 


THE Britisn 
MEDICAL JOURNAL 


a hospital whose peacetime home is London. Some men were 
so exhausted that an 80% oxygen, 20% gas mixture alone 
induced deep anaesthesia! Each theatre in the hospital 
worked at high pressure for a fortnight—twenty hours a day 
and three tables to each theatre. The two (honorary) 
anaesthetists who wrestled with this task wore—mufti. They 
do so still; and foot their tailors’ bills. These facts can 
easily be verified. 

May I suggest that further comment is superfluous, but that 
prompt and effective reorganization of our “ medical man- 
power’’ is, in the interests of common decency, clearly 
imperative’—I am, etc., 


Bournemouth, May 28, H. 

Sir,—I should like to congratulate Dr. James Fettes on his 
letter (May 31, p. 834) concerning medical man-power. There 
is in fact a reserve of British medical man-power in London, 
and almost certainly in the other target areas, waiting to be 
used, 

Dr. Sanguinetti hints at financial difficulties without going 
into details. There seems to be some shyness in mentioning 
that many of us who are hanging on by the most precarious 
of holds and at the risk of life and limb are doing so for the 
benefit of those who in beiter times were willing to lend us 
the money with which to buy house and practice. How can 
1 go off and leave an investment worth nearly £5,000, hardly 
any of which was my own money? The company to which 
] remain chiefly u:debted have treated me with sympathy and 
_ understanding, although I must admit that I was irked to 

be told at the outbreak of hostilities that my dcbt was largely 
a matter of ‘‘honour.’’ No question of honour had been 
raised when the apparentiy ample secutity for the loan was 
originally under discussion. 

Your advertisement colunins tell me that I can earn about 
£650 if I] betake myself as assistant to a reception area. Out 
of that I must continue to find mortgage interest, ground 
rent, rates or storage, and other incidental outgoings in which 
one must include about £100 per annum in insurance policies 
which are bound up with the mortgage. With the remainder 
1 must try to provide for a wife and three children of school 
age. 

1 wrote pointing out some of the difficulties of this sort 
of position to an M.P. who is most anxious that the shortage 
of doctors shou!d be made up by giving employment to those 
aliens of enemy origin who are now in refuge in this country. 
1 did not receive the courtesy of an acknowledgment. 

One's feelings are akin to those said to have been experienced 
by a man who was holding a ferocious wolf by the ears. 
—I am, etc., 


London, S.E., June 1. DonaLp M. O'CONNOR. 


Medical Certification 


Sir,—In these times when we are troubled so much with 
requests for this and that kind of medical certificate, it would 
greatly help the doctor's position if some printed form were 
supplied to be displayed in the waiting room. The days of 
the ‘‘ heavy father’’ kind of medical man who could bully the 
neighbourhood are gone for ever, and we are now regarded 
as more or less bound to “‘oblige’’ our patients in their 
every whim and fancy. I suggest that the B.M.A. should 
supply us with some such notice as this: 


British MepIcAL ASSOCIATION 
MEDICAL CERTIFICATION 


The attention of the public is drawn to the following rules 
regarding certification, breach of which may render a doctor liable 
to serious penalties. 

1. A doctor may not issue a certificate unless he has seen the 
recipient on the date stated on the certificate. 

2. A doctor may not put anything on a certificate which is not 
the result of his own observation. 

3. No certificate may be issued to excuse absenteeism from 
work if the applicant has not been receiving medical treatment 
for the illness or other condition causing the absence from work. 

4. No certificate can be issued to render it easier for a person 
to change his employment unless the applicant has received 
treatment for the alleged condition for at least six months prior 
to the application. 

—and other such rules as may fit the moment.—I am, etc., 


Leach Lane, St. Helens, May 31. Joun UNswortu. 


‘Obituary 
SIR D’ARCY POWER 


Prof. G. GREY TuRNER writes: If space permits I should 
like to add a few personal memories of the ‘‘ G.O.M. of 
Bart’s ’’ to your admirable obituary notice. 


— 


Not so very long ago I was asking Sir D’Arcy Power about 
his association with one of the great figures in our profession, 
While agreeing in admiration for the surgical prowess and 
scientific ardour of the person in question, Sir D’Arcy went 
out of his way to state, and with some heat, that he had been 
a very bad examiner. To my surprised inquiry about the 
reason, I was told that he had always tried to find out what 
the candidate did not know. Like a flash, recollection carried 
me back forty-six years to the time when, as a callow youth, I 
had first confronted Sir D’Arcy as an examiner in physiology, 
and in retrospect I realized that at the outset of my career he 
had given me much-needed encouragement by endeavouring 
io discover whai little 1 did know about that subject. Since that 
early meeting Sir D’Arcy proved guide, philosopher, and friend, 
and I cherish large numbers of communications that have 
passed between us—letters, notes, and short messages on post- 
cards, but always delightful. He loved to incorporate some 
little pleasaniry, some quip or gibe, but they were always apt 
and never hurt. If he could do a good turn he was pleased 
and always ready to try. The longest letter I ever received 
from him arrived as recently as February, when, in spite of 
advancing years and increasing disabilities, he was going out 
of his way in an endeavour to help me. At the outset of my 
surgical career he made me swell with pride by quoting a case 
I had recorded in a trivial paper in our local medical journal. 
Thereafter he introduced me to his paper on ‘‘ Introsuscep- 
tion ’’ and aroused my interest in the great collection at the 
College of Surgeons by telling me about the microscopical 
examination of an age-old Hunterian specimen. Then came a 
kindly note of appreciation about an account I had published 
on Perceval Pott, mildly directing my attention to an error 
into which I had fallen. Since there are so many of us, it is 
refreshing to find that there are some few learned ones who 
suffer us with helpful compassion and perhaps even gladly. 


November 14 iast was a memorable day, for after sharing 
a wartime lunch arranged in his honour by the Council of the 
College, Sir D’Arcy attended our monthly meeting and handed 
to the President the material for the first supplement to Plarr’s 
Lives of the Fellows. This comprised two volumes of type- 
script containing notices of the lives of the 400 Fellows who 
had died since the original publication ten years ago. In the 
first instance every one of these notices had been written by 
Sir D’Arcy’s own hand, and their compilation had involved 
great labour in the way of research and inquiries. But, lame 
and breathless, he was not to be robbed of his little joke as 
he reminded the Council that in the next supplement, on which 
he was already engaged, his own necrology must appeat. 
Devotion to hospital duty was always a byword strictly 
observed at Bart’s, and this tradition must explain the little 
story, almost certainly true, about the occasion in 1882 when 
young D’Arcy Power was rather late for eight o’clock surgery 
one morning, apologizing and explaining that he had been a 
little delayed as he had been getting married on the way down 
to the hospital. The same urge to follow the traditions of the 
hospital impelled him to go down at night and often ona bicycle 
to do his own emergency operations, almost to the end of his 
service at the mature age of 65, because it was a duty specified 
in the ‘‘ Charter.”’ 


No one did more to stimulate the study of the history of 
surgery, for he made the subject so real and interesting, and 
so alive. The reader of his papers was brought face to face 
with the actual persons, so that the mediaeval surgeons came 
to life almost as if in a dream. The long series of Eponyms 
which he contributed to the British Journal of Surgery gave 
great pleasure and there was wide regret when they came to 
an end. Notwithstanding his deep learning, he was a practical 
antiquarian, who during a saunter in the City could make 
the stones of the London he knew so well reveal their fascina- 
ting story. I was glad to see that you had mentioned his 
purely professional contributions to the literature, for many 
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surgeons will recall lessons pleasantly conveyed by his pen. 
I am always grateful for one communication on ruptured peptic 
ulcer (I cannot vouch for the title, but that was the subject), 
in which he made a plea for the minimum of interference and 
the greatest simplicity in operating—a valuable doctrine not 
yet sufficiently followed. In fact, it was Sir D’Arcy’s advocacy 
of the sufficiency of these simple measures which suggested to 
my mind the application of the aphorism of Laotze to surgery : 
“The State is best governed as you cook little fish, without 
much busyness.’’ Though most of his papers were direct and 
simple, there were some with a deeper meaning, and I have 
always remembered his striking clinical lecture delivered at 
Bart’s in 1915 on some aspects of venereal disease under the 
title ‘‘ Against His Own Body.’’ This lecture might serve a 
very useful purpose if it were reprinted to-day. But Sir D’Arcy 
had very many qualities which made him valuable to the 
medical community, as witnessed, for instance, by his long 
tenure of office as treasurer of the British Journal of Surgery. 
He was a great host, a notable diner, and an authority on 
wines, but, above all else in this sphere, a delightful and enter- 
taining companion. The unusual interest evinced in the pass- 
ing of one at the advanced age of 85 is in itself noteworthy 
testimony to the worth of his years. It might be said of Sir 
D'Arcy as Sir Jamvs Paget said of Stanley, one of the Bart’s 
surgeons of his own early days, “‘. . . he was completely 
honest, true and truth-loving, keenly conscious of his duty and 
resolute in doing it.’’ In addition, few men can have had 
better developed the gift for sustained, helpful, cheerful 
friendship. 


H. ELWIN HARRIS, M.A., M.B., F.R.C.S. 


Herbert Elwin Harris, formerly of Bristol, who died on 
May 20, was born in 1860 at Binham in Norfolk and was 
baptized in the beautiful old Norman abbey church there. 
His father, like many of his forbears, was a gentleman 
farmer who lived in a house facing the green; his mother, 
a Miss Wrench, came of another old Norfolk family. 


He was educated at his uncle’s school in Truro, whence he 
proceeded to Christ’s College, Cambridge, and graduated in 
the Mathematical Tripos in 1882. He was destined for: holy 
orders, but he persuaded his college tutor to allow him to 
read Medicine as well as Mathematics and he passed his first 
M.B. whilst preparing for the Tripos. After this his father 
consented to his continuing the medical curriculum and he 
went from Cambridge to St Bartholomew’s, where he was a 
dresser under Sir William Savory. He took the qualifications 
of M.R.C.S. in 1885, L.R.C.P. in 1886, and M.B. Cambridge 
in 1886. After leaving Bart’s he was a house-surgeon at 
Plymouth and then worked for several years in various London 
poor-law infirmaries, ending with a long period at St. Saviour’s, 
Dulwich. In 1896 he took the F.R.C.S. and settled in general 
practice in Bristol, where h® was soon appointed anaesthetist 
at the Royal Hospital for Women and Children. A few years 
later he was elected to a vacancy as surgeon and became also 
surgeon in charge of the ear, nose, and throat department. 

During the 1914-18 war Dr. Harris was captain R.A.M.C.(T.) 
on the a la suite staff of the Second Southern (Territorial) 
General Hospital and worked in the Beaufort War Hospital at 
Fishponds, Bristol. He was one of the last in Bristol to com- 
bine general practice with operative surgery, and he achieved 
success in both branches of practice. During his earlier years 
in practice Dr. Harris was almost hobbyless. His recreation 
was cycling, and in the fashion of the time he would ride vast 
distances in a day. Presently, however, he became an 
enthusiastic gardener and photographer. He was one of the 
first doctors in Bristol to drive a motor-car, and he was dis- 
tinguished by favouring an open two-seater with a blue body 
and yellow wheels, which always looked new. However often 
he changed his old car for a new one he retained the original 
registration number. 

Dr. Harris was President of the Bristol Medico-Chirurgical 
Society in 1933-4, and for forty-two years was a member of 
the British Medical Association. In 1934 he retired from 
practice to live for the rest of his life at Halse, near Taunton. 
There he died suddenly of coronary thrombosis, in the garden 
he so dearly loved, within a few weeks of his eighty-first birth- 


‘day. Dr. Harris was widely known and well loved, especially 


by his patients, in whose interests he worked himself 
unsparingly. He yielded to no one in his admiration for his 


old teacher, Sir James Paget, a Norfolk man like himself, from 
whom perhaps he had caught something of the kindly courtesy 
which was one of his outstanding characteristics. He was 
succeeded in his practice by his son, who had helped him for 
some ten years before his death. 


SIDNEY DAVIES, M.A., M.D., D.P.H. 


Dr. Sidney Davies, for twenty-eight years medical officer 
of health for Woolwich, died at his home in Worthing on 
May 18. 

Born in 1855 at Darwen, he was educated at Manchester 
Grammar School, Oxford University, St. Bartholomew’s, and 
Paris. He graduated B.A. in 1877, gaining first-class honours 
in mathematics. He won the junior entrance scholarship at 
Bart’s in 1878. He qualified M.R.C.S. in 1881 and M.B. in 
1883, and took his M.D. in 1889. After holding a resident 
appointment at the Prince of Wales’s Hospital, he went to 
Egypt, where he became principal medical officer to the 
Egyptian Police. In 1888 Dr, Davies settled in general prac- 
tice and in 1891 he was appointed M.O.H. for Plumstead. In 
1901, when Woolwich became a borough, he became its first 
M.O.H., and retired in 1919. During his period of service in 
Woolwich he introduced the first garden shelters for the treat- 
ment of tuberculosis, and was the first M.O.H. to employ 
women as sanitary inspectors. He was also the first M.O.H. to 
have notices put up in the public conveniences about venereal 
disease. He began the first maternity and child welfare clinic 
in Woolwich, which now has one of the finest organizations in 
this department in the country. 


An old friend writes: 


One of our veterans of the Public Health Services has now 
‘* joined the majority,’’ and it falls to me, also an octogenarian, 
to write a few words of appreciation. I fear that many others, 
like myself, failed to realize how well informed Sidney Davi 
was and the admirable work in public health that he secon 
plished. He was not an advertiser of what he had done, an 
it may be said of him that he suffered from the rare complaint 
of modesty, perhaps to an excessive extent. But nevertheless 
his work was done and well done, without any fuss being made, 
and when the books come to be made up, his work in the 
ordinary sanitation of Woolwich, and in the special new 
developments of tuberculosis, of maternity and child welfare 
work, of the treatment and prevention of venereal disease— 
all newly developed in Woolwich under his -leadership—will 
make it clear that he left Woolwich a different and immensely 
better area than he had found it. In postscript to his 
biography, one specially original piece of work, carried out 
jointly with Dr. J. C. Thomas of the L.C.C., is outstanding. 
This was on the experience of measles in the school population 
of Woolwich—a valuable early study of the epidemiology of 
that disease. Most of the original and specially important 
work of medical officers of health is interred in their annual 
reports, and it may be regarded as a major defect of our 
publicity work in public health that a special and often difficult 
process of disinterment is required for giving it the continued 
life that it deserves. That was especially so for Sidney Davies. 
But the good influence of such reports continues and increases 
with time, until what was individual becomes in time the 
possession of all. 


W. F. BROOK, F.R.C.S. 


Consulting Surgeon, Swansea General Hospital 


Mr. William Frederick Brook, the well-known Glamorgan- 
shire surgeon, died on May 26 at Pennard, near Swansea, 
after a painful illness. 

He was born at Wye, Kent, in 1861, and from King Edward 
VI School, Berkhamsted, entered St. Thomas’s Hospital, taking 
the L.S.A. in 1886, the M.R.C.S. in 1887, and the F.R.C.S. 
in 1889. For two years he held house appointments at St. 
Thomas's, at the Hospital for Sick Children, Great Ormond 
Street, and the West London Hospital. After settling in 
practice in South Wales he was elected surgeon to the 
Glamorgan County Infirmary in 1912, and not long afterwards 
surgeon to the Swansea General Hospital and to the Port 
Talbot General Hospital. During the last war he served with 
the rank of major R.A.M.C. (T.) on the surgical staff of the 
3rd Western General Hospital, Cardiff. 

Mr. Brook joined the British Medical Association in 1892; he 
was honorary local secretary for the Annual Meeting in 
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Swansea in 1905, and served on the Central Council in London 
for cwo periods. At the Annual Meeting at Oxford in 1904 
he held office as vice-president of the Section of Surgery. He 
was a Fellow of the Association of Surgeons, of the Royal 
Society of Medicine, and of the Medical Society of London. 
His main appointment outside medical life was that of J.P. for 
Glamorgan. Between 1896 and 1908 he contributed six papers 
on surgical and radiological subjects to the British Medical 
Journal. 


HARRY EDWARD MANSELL, B.M., F.R.C.P. 


A career of high promise has been cut short by the death 
on June 1, at Lambeth Hospital, of Dr. Harry Edward 
Mansell, consulting cardiologist to the London County Coun- 
cil Hospital Service. He was the son of the late Dr. H. R. 
Mansell of Hastings. He had a brilliant student record at 
Oxford and St. George’s Hospital before he took the 
M.R.C.S., L.R.C.P. in 1927, the B.M.Oxford in 1929, 
and the M.R.C.P. in 1930. 


After filling rather more than the usual number of resident 
appointments, Mansell seemed fairly started on the road to an 
assistant physicianship at his own hospital and a West End 
consulting practice, when he was impressed with the opportuni- 
ties afforded by the reorganization of the municipal hospital 
services of London proceeding, due to the Local Government 
‘Act of 1929, under the aegis of Dame Barrie Lambert and Sir 
Frederick Menzies. He accordingly sent in an application for 
a vacant medical superintendency: although he did not secure 
it, the committee before whom he appeared at County Hall 
were so impressed with his value as a zecruit to their staff that 
they spontaneously offered him the appointment of deputy 
superintendent at the largest and in some ways the best 
equipped of their hospitals, at Lambeth. This he accepted, 
and after rendering good service there, during which he was 
laid low with diphtheria, Sir Frederick Menzies recommended 
him for appointment as cardiologist to the entire L.C.C. 
hospital organization; this was a post entirely after his own 
heart, for he disliked the divorce from clinical medicine at the 
bedside which so many of the higher posts in the L.C.C. on 
the administrative side necessarily entail to a greater or less 
extent. Mansell was a man of modest and attractive person- 
ality, who wore his learning lightly. He became a Fellow of 
the Royal College of Physicians in 1937; but his health was 
never robust, and his death at the early age of 40 is a serious 
loss to London. He leaves a widuw and two young children. 


R. H. P. ORDE, O.B.E. 


Mr. R. H. P. Orde, who was well known to the medical 
ss as, until recently, honorary secretary of the 

ritish Hospitals Association and director of the Central 
Bureau of Hospital Information, died on May 24 in his 
seventy-fourth year. 


His association with hospital administration began in 1898, 
and his first post was that of assistant secretary of the London 
Hospital, From there he went to Newcastle-upon-Tyne to 
become house governor at the Royal Victoria Infirmary. In 
1922 he returned to London to take up an appointment in the 
medical department of the Joint Council of the Red Cross 
and St. John, which department was later reorganized under 
his direction as the Central Bureau. Under these auspices he 
was responsible as editor for that extraordinarily useful and 
encyclopaedic compilation, The Hospitals Year Book. Vong 
before his honorary secretaryship of the British Hospitals Asso- 
ciation began in 1929 his name was well known in the hospital 
world, and from that time forward he served on many Govern- 
ment and other commissions, including two recent interdepart- 
mental committees, one on the nursing services and the other 
on the cost of hospitals. In all these matters his counsel and 
experience were of the greatest value. No man was better 
acquainted with British hospitals in all their great variety of 
administration or did more to bring hundreds of independent 
units into something like a common policy. He was the very 
man to serve as honorary secretary of the Voluntary Hospitals 
Commission, better known as the Sankey Commission, and one 
can only regret that a few more years were not given him 
in order to assist the present movement towards hospital 
regionalization which gained its first impetus from that Com- 
mission. Mr. Orde was a quiet man who knew his job, and in 


hospital circles he will be greatly missed. 


The death took place on April 28 of Dr. ALEXANDER 
GLEeNcorSE Hays of Woodford Halse, near Rugby. Dr. Hays 
took the Scottish triple qualification in 1896, and, after hold- 
ing appointments for a short time at Glasgow and at Sheffield, 
settled down in practice in Northamptonshire, at first at Eydon 
and later at Woodford and Hinton. He was also surgeon to 
the London and North-Eastern Railway and medical referee 
to various assurance companies. During the last war he was 
medical officer to the Lady Fermor Hesketh Auxiliary Hospital 
at Eydon Hall, where hundreds of soldier patients passed 
through his hands. At one time he was a member of the 
Daventry board of guardians and of the rural district council, 
Outside his practice his interests lay in music, horticulture, 
and Freemasonry (he had been a member of his lodge for 
nearly sixty years). He was the founder and conductor of a 
local choral society and an orchestral society, an energetic 
promoter of the Boy Scout movement, and an organizer of 
first-aid and ambulance teaching and work, especially in con- 
nexion with the L.N.E. and L.M.S. Railways. During the 
last two or three years he was compelled by the after-effects 
of a road accident to relinquish a large part of his practice, 
and it gave him much happiness to know that his colleague 
Dr. A. E. Clayton was in charge. 


The death in London, in April, of Dr, W1rttam GARFIELD 
Forpe, through enemy action, will be regretted by many 
friends and patients in Australia, India, and England. ‘‘ Bill” 
Forde (writes a correspondent) came from a well-known family 
in Cloyne, Co. Cork, and after medical studies and qualifica- 
tion in Edinburgh and at Trinity College, Dublin, he settled 
down to practice in Australia after a short period of employ- 
ment in the Argentine. On the outbreak of war in 1914 he at 
once joined the Australian Expeditionary Forces, was present 
at the attack upon and occupation of New Guinea, and later 
proceeded to Egypt with the “ Anzac” troops. After the 
war, and after holding a temporary appointment in Assam, 
he practised in Bombay for many years, and was known to a 
wide circle of patients (European and Indian) as a sound and 
hardworking practitioner. Possessed of a keen sense of 
humour, a distaste for humbug, a refusal to suffer fools 
gladly, and an Irish temper—‘‘ quick up and quick down ’’— 
he gave bold expression to his opinions on professional, 
political, social, and religious subjects without respect to the 
rank, wealth, or influence of his company. A keen student 
of medicine, a loyal member of the British Medical Associa- 
tion, he did not go out of his way to make friends or to seek 
popularity, but he acquired both in good measure. May he 
rest in peace. 


Dr. Cecit Frank Moore died at Hatton on May 18. He 
was born at King’s Newnham, near Rugby, the son of Judge 
Moore, and was educated at Sherborne School and at St. 
Bartholomew’s Hospital. He had a regular place in the 
hospital first XI as a fast bowler, and played also in the second 
XV. He also played cricket during vacations for Warwickshire 
Club and Ground. In 1928 he qualified, taking honours in 
the London M.B., B.S. In this same year he won the 
Brackenbury scholarship and the Willet medal. Though 
strongly attracted to surgery, and obviously a young man of 
great promise (he had passed also the Primary F.R.C.S.), he 
took no higher qualifications but settled down almost at once 
in general practice at Slough. Here he was highly successful 
and worked exceedingly hard, probably too hard: he became 
public vaccinator and district medical officer, was divisional 
surgeon to the G.W.R. St. John Ambulance Brigade, and was 
medical examiner to various insurance companies. He was 
also a member of the Bucks National Health Insurance Com- 
mittee. Some little time ago his health broke down, and 
though there were periods of temporary improvement—as 
recently as February and March of this year he was able to 
do a little light professional work—his friends realized that 
these were merely flashes in the pan and that no real recovery 
could be expected. He leaves a widow and one daughter. 


The following well-known medical men have recently died abroad: 
Dr. Puitrp BErNaRT, a radiologist of Port Elizabeth, aged 36; Dr. 
PauL GARNEAU, major in the Canadian Army and professor at Laval 
University, aged 45; De. Grpron Desrosiers of Quebec, probably 


the ojdest practitioner in the province, aged 93; Dr. Henry E.. 


MENAGE, a prominent dermatologist of New Orleans, aged 68; and 
H. M. Hovu-JENsEN, professor of anatomy at Copenhagen. 
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. The Services 


NAVAL AWARD 


The D.S.O. has been awarded to Surgeon Lieut. Allan Gordon 
Campbell, R.A.N.R., for gallantry and distinguished services 
jn the withdrawal from the beaches of Greece under fire and 
in the face of many and great difficulties of many thousands 
of troops of the Allied Armies. 


R.N.V.R. OFFICERS’ DECORATION 


The King has approved the award of the Royal Naval 
Volunteer Reserve Officers’ Decoration to Surgeon Commander 
Cc. C. Elliott, D.S.C., R.N.V.R. 


HONORARY PHYSICIAN TO THE KING 


Colonel C. A. Wood, M.C., 1.M.S., has been appointed an 
Honorary Physician to the King in place of Major-General 
H. C. Buckley, I.M.S., who has retired. 


ROYAL AIR FORCE DIETARY 


The Air Ministry has appointed a biochemist, Dr. Thomas I. 
Macrae, and a specialist medical officer, Squadron Leader W. P. 
Stamm, to watch over the food supplied to the Royal Air Force, 
so as to ensure that the greatest nutritional value is obtained. 
The biochemist will analyse the foods, and carry out experi- 
ments to discover the existence and extent of any deficiency 
in vitamins, minerals, salts, proteins, carbohydrates, or fats. 
The specialist medical officer will watch for the earliest signs 
of food deficiency in the health of the men. Both will study 
the preparation and cooking of food at the various units, the 
planning of a balanced ration from the available supplies, and 
the prevention of waste. Catering and messing officers: were 
appointed some time ago throughout the R.A.F. to improve 
the dietary. With the addition of two experts on nutrition it 
is hoped to prevent any sickness from lack of essential foods, 
such as occurred at the end of the last war. 


CASUALTIES IN THE MEDICAL SERVICES 
RoyaLt Navy 

Surgeon Lieut. CHRISTOPHER HENRY CONGREVE DENT, 
R.N.V.R., who is reported as ‘‘ Missing, Believed Killed ’’ in 
H.M.S. Hood, was 27 years of age and was the younger son of 
Mr. Howard H. C. Dent, F.R.C.S., and Mrs, Dent of Patting- 
ham, near Wolverhampton. From Marlborough he went up to 
Christ’s College, Cambridge, where he won a scholarship and 
prize and gained first-class honours in Part I of the Natural 
Sciences Tripos in 1934 and was placed in the second class of 
Part II in 1935. He passed the Primary Fellowship at the age 
of 19, and during his third year at Cambridge acted as super- 
visor in anatomy for his college. At St. Mary’s Hospital he 
won the Harmsworth Scholarship, and distinguished himself in 
clinical studies. After qualifying M.R.C.S., L.R.C.P. in 1938 
he took the degrees of M.A., M.B., B.Chir. at Cambridge. He 
had held the posts of house-physician at Addenbrooke's Hos- 
pital, Cambridge, and house-surgeon at St. Mary’s, and junior 
demonstrator in anatomy at Cambridge. He joined the 
R.N.V.R. in 1938 and was posted to H.M.S. Hood at the 
beginning of the war. Surgeon Lieut. Christopher Dent had 
been a member of the British Medical Association since 
qualification. | A personal tribute to his character and his 
brilliant attainments appeared in the Times of June 7. 


Wounded or Injured 
Surgeon Lieut. Leonard Desmond de Launay, 
N.V.R. 


Probationary Temporary Surgeon Lieut. George Heaton 
Daglish, R.N.V.R. 


ArMy MEDICAL Corps 


Major Davin Warprop lost his life last month by enemy air 
action. He was the son of Dr. David Wardrop, of Rugby, 
and was educated at the University of Birmingham and St. 
Mary’s Hospital, qualifying .M.R-C.S., L.R.C.P. in 1928. 
He also obtained the F.R.C.S.Ed. in 1931. After qualifica- 
tion he lived at Rugby and had held the posts of surgical 
Tegistrar, house-physician, and house-surgeon at the Birming- 
ham General Hospital. In 1933 he moved to Wellingborough, 
Where he stayed until 1936, finally settling in Seaford. In 


1930 he contributed an article on the treatment of uterine 
haemorrhage by radium to the Queen's Medical Magazine. He 
leaves a widow and three children. He had been a member 
of the British Medical Association since 1935. 


Major JAMES EDwarD COLLETON Rouse lost his life on active 
service in the Middle East last month. He received his medical 
education at St. George’s Hospital, where he won the Bracken- 
bury Prize in Surgery, and qualified M.R.C.S., L.R.C.P. in 
1925. Two years later he took the M.B., B.S. of the University 
of London and in 1936 obtained the D.A. of the Royal 
Colleges. He had held the posts of house-surgeon, house- 
physician, and resident anaesthetist at St. George’s before 
settling in practice at Worthing, where he was honorary anaes- 
thetist to the local hospital as well as to Hove General Hos- 
pital. He was also honorary medical officer to the Royal Surrey 
County Hospital Convalescent Home at Worthing and an 
honorary anaesthetist to the Royal Sussex County Hospital, 
Brighton. He was a Fellow of the Royal Society of Medicine 
and a member of the Brighton and Sussex Medico-Chirurgical 
Society. He leaves a widow. 


Missing 
Lieut. Oliver Ive. 


Medico-Legal 


LEGAL RESPONSIBILITY OF THE SURGEON 


In an address to the Medico-Legal Society on May 29 Mr. 
ZACHARY CoPE pointed out how relatively modern was the 
surgical operation on any extensive scale. Sixty years ago 
a surgical operation was a rarity; about 300 were done in the 
whole year at St. Mary’s; now it was almost the exception 
to find someone who had not undergone an operation. The 
ability of the surgeon to cure disease had become accepted 
by the public to such an extent that often no persuasion was 
needed to get people to consent to a necessary operation, 
but the added responsibility of the surgeon which was 
thereby entailed came under notice only when a legal claim 
arose, and then it came as a shock to find that legal opinion 
varied and that no specific rules existed for the guidance of 
judge and jury. The law did not pay any special attention 
to the surgeon gua surgeon. It was open to any qualified 
practitioner, however meagre his qualifications, to attend 
at any operation, however severe and complicated, and 
sometimes the mere tyro would undertake something over 
which the most experienced surgeon was hesitant. 


Consent to Operation 


To the conscious patient of mature age it was the duty 
of the surgeon to explain the nature of the operation and to 
obtain consent. His own practice was also to mention 
possible alternative lines of treatment and outline the 
probable course of the disease if operation was refused. If 
there was refusal and the matter was urgent, he asked the 
patient to put his refusal in writing. He never over- 
persuaded the patient to consent, nor did he suggest that 
the most trivial operation was without some risk. When 
only a limited consent had been given there was no justifi- 
cation for going beyond it save in cases where life was at 
stake. On the other hand, it was often more difficult for 
the surgeon to refuse operation when this was besought by 
the patient or his relatives. Surgeons did not like to be 
rushed into operation by non-professional entreaty, yet lay 
opinion might occasionally be right. In any case in which 
the patient or relative doubted the surgeon’s diagnosis, 
common sense and prudence should lead the surgeon to 
seek consultation with a professional colleague of acknow- 
ledged rank. Refusal to call in a consultant might lead 
judge and jury to award damages against him. 


Responsibility in the Theatre 


The responsibility of the surgeon in the operating theatre 
had been the subject of frequent legal debate. It used to 
be the rule that the surgeon was responsible for the acts of 
all those who assisted him, and faults of anaesthetists and 
nurses were visited on his head. Successive decisions had 
cleared the position to some extent, but there still remained 
some uncertainty in this matter. If the nurse gave the 
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anaesthetic a special responsibility rested on the surgeon. 
There were so many skilled anaesthetists in the country now 
that it was difficult to see the necessity for. the nurse- 
anaesthetist. Every surgeon, anaesthetist, and nurse must 
on occasion make a mistake, but provided reasonable care 
and skill were employed in the performance of the duty no 
action for negligence should lie. In nearly every hospital 
the care of swabs was regarded as the most vital duty of 
the theatre sister. Generally speaking, the surgeon trusted 
to responsible nurses to account for every swab, cloth, and 
instrument. Mistakes were more likely to happen when 
the surgeon and his assistants were not used to working 
together. The public seemed to expect greater perfection 
of cure in fractures than in any other condition, the reason 
probably being the greater ability to see what was happen- 
ing. But complications might occur in cases in which 
every possible care had been taken. Finally, Mr. Cope 
appealed to lawyers who had to deal with surgical cases to 
take the opportunity of seeing surgical operations in 
progress and to learn something of the surgeon’s 
responsibilities. 


Medical Notes in Parliament 


Medical Planning Commission 


On June 10, Mr. Ernest Brown told Mr. Groves that he 
was aware that the British Medical Association had invited a 
considerable number of representative medical men and women 
to become members of a Medical Planning Commission whose 
terms of reference were: ‘‘ To study wartime developments 
and their effects on the country’s medical services both present 
and future.’ He was not aware (as was suggested in Mr. 
Groves’s question) that the object of the Commission was 
*‘ primarily to prepare evidence to be submitted to a Royal 
Comunission.’’ The members of this Commission were per- 
forming a useful public service in devoting part of their time 
to this work, and he hoped their deliberations would result in 
constructive suggestions which would make for an improve- 
ment in the country’s medical services. He declined to 
arrange with the Central Medical War Committee that the ser- 
vices of these doctors should be more usefully employed in the 
interests of the State. 


Survey of Social Insurance 


On June 10, Mr. GREENWOOD informed Mr. R. Morgan that 
he had arranged with all the Departments concerned for a 
comprehensive survey of existing schemes of social insurance 
and allied services which would be considered in due course by 
the Committee on Reconstruction Problems of which he was 
chairman. Sir William Beveridge had accepted his invitation 
to become chairman of an interdepartmental committee which 
would conduct the survey, taking into account representations 
received from responsible organizations and persons concerned 
with the problems involved. 


Army Bye-shields 


Capt. MarGeEsson, replying to Mr. Purbrick on June 10, 
said that at the request of the War Office the question of 
affording additional protection against eye injuries in the Army 
had been very carefully examined by an expert committee of 
the Medical Research Council in the light of evidence provided 
by this war and the last. Several tests of various kinds of pro- 
tective devices had been carried out. Asa result, the commit- 
tee had now recommended that no special vizor in any material 
was required other than the present anti-gas eye-shield. 


Returned Prisoners of War: Medica? Examination.—On May 27 
Mr. Law informed Mr. Lewis that details were now being worked 
out of a scheme by which all returned prisoners of war weld be 
medically examined, and appropriate medical treatment made avail- 
able to those in need of it. Arrangements for the rehabilitation, 
under medical supervision, of disabled prisoners were being made by 
the Minister of Pensions and Minister of Health. 


Fracture Treatment.—Mr. BROWN stated on May 29 that hospital 
authorities were informed by circulars of April 24 of the inclusion in 
the Emergency Hospital Scheme of fracture cases occurring among 
industrial workers and civil defence workers, Further details of the 
arrangements for treating these cases, whether occurring among 
the workers referred to or among other classes included in the emer- 


gency scheme, were contained in a circular’ to be issued in a few 
days. Copies would be sent to bodies known to be interested in thig 
subject. 

Retivement of Prison Doctors.—Mr. ROBERT MORGAN asked op 
May 29 whether the Home Secretary knew that certain prison 
doctors, irrespective of their capabilities or willingness, were bej 
retired under peacetime regulations. Mr. H. Morrison replied that 
the regulations relating to retirement of prison medical officers were 
the same as those relating to other Government servants. They gave 
discretion to retain an officer owing to war conditions. That the 
officer did not wish to retire was not by itself a reason for an 
extension. 

Unregistered Insured Persons.—Mr. ErNest Brown, on June 10, 
informed Mr. Groves that he was unable to state the number of 
insured persons who failed to register with a medical practitioner ip 
the past year. The total amount payable to insurance doctors for 
any year was determined after consultation with the Government 
Actuary and was based on his estimate of the total number of 
persons entitled to medical benefit on the average during that year 
without reference to the question whether they had selected doctors 
or not. Medical men therefore did not suffer financially as a on 
sequence of non-registration. 


Nervous Shock of a ‘‘ Commotional Character.’’—Mr. Warxiys, 
on june 10, asked the Minister of Pensions if he would define the 
term ‘‘ nervous shock of a commotional character,’’ used by his 
Department in connection with the compensation payable under the 
Personal Injuries (Civilians) Scheme. Sir WaLTER WOoMERSLEY 
said: The term “ nervous shock of a commotional character ”’ as used 
by his Department referred to nervous shock resulting directly from 
physical violence, including concussion, blast, or burial. 


Notes in Brief 


Statistics as to the death rate do not distinguish between evacuated 
children and native children. All the evidence available, however, 
goes to show that, in general, evacuation has had a beneficial effect 
on children’s health. Mr. Brown has no information to suggest that 
the accident rate among evacuated children was higher than among 
other children. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
The following medical degrees were conferred in Convocation: 
on June 7: 


D.M.—]J. E. G. Pearson; R. D. Harding (preceded by B.M.). 


UNIVERSITY OF CAMBRIDGE 


At a Congregation held on June 7 the degree of M.D. was 
conferred on J. O. Poynton. 


Diploma in Medical Radiology and Electrology 


The Committee for Medical Radiology and Electrology has 
reported to the following effect: On the representation of the 
Director-General A.M.S., that the discontinuation of the 
diploma (D.M.R.E.) in 1941 would seriously affect the training 
of radiologists for service with the R.A.M.C., the University 
continued the examinations after October 31 last. However, 
only eight candidates attended the course for the year 1940-1, 
and the deficit for that year will be about £400. Since there 
will be no oversea candidates, and newly qualified men are 
liable to be called up, the committee, with great regret, recom- 
mends that the diploma be discontinued as soon as _ possible; 
and that no examination for it be held after October 31, 1942. 
The Faculty Board of Medicine has approved this report of the 
committee. 

UNIVERSITY OF ABERDEEN 


The summer graduation ceremony has been fixed for Thursday, 
July 10. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have passed in the gubjects 
indicated: 


SuRGERY.—R. M. Ellison, A. L. H. Smith. 

MepicinE.—R. M. Ellison, S. G. L. Klein, N. A. St. C. Marley, 
G. H. Miles, W. H. Morgan, G. M. Pearson, O. Sookias, w. J 
U Tin. 

Forensic Mepicine.—R. M. Ellison, S. G. L. Klein, N. A. St. ¢ 
Marley, G. H. Miles, W. H. Morgan, G. M. Pearson, O. Sookias, 
W. J. U Tin. 

Mipwirery.—R. M. Ellison, W. H. Morgan. 

The diploma of the Society has been granted to R. M. Ellison, 
S. G. L: Klein, N. A. St. C. Marley, G. H. Miles, W. H. Morgan, 
A. L. H. Smith, O. Sookias, and W. J. U Tin. Salas 
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INFECTIOUS DISEASES AND VITAL 
STATISTICS 


‘We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended May | 

Figures of Principal Notifiable Diseases for the week and those for the 
corresponding week last year, for (a) England and Wales (London included). 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland, 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern 
Ireland, 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 
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EPIDEMIOLOGICAL NOTES 
Infectious Diseases for the Week 


The returns for the week under review showed a slight rise in 
the incidence of the common infectious diseases, with the 
exception of measles in England and Wales and cerebrospinal 
fever in Scotland. 


Scarlet Fever 


The 1,153 notifications of scarlet fever in England and Wales 
were 141 in excess of those for the preceding week. The 
highest rise occurred in Lancaster, where the cases increased 
from 152 to 190; the increase was generally distributed through- 
out the county. In Scotland 152 cases were notified, an in- 
crease of 10. A third of the total cases were contributed by 
the two cities of Edinburgh, 20, and Glasgow, 28. 


Dysentery 


The notifications of dysentery in England and Wales num- 
bered 77, an increase of 8. The largest of the new local out- 
breaks was in Uttoxeter U.D., Staffordshire, with 11 cases. In 
-Lancaster, Whiston R.D., 8 further cases were recorded during 
the week. There were 9 in London, 6 being in Wands- 
worth. Of the 8 cases reported from Yorks, West Riding, 4 
were contributed by Bradford C.B. and 3 by Wakefield C.B. 
In Scotland 43 cases of dysentery were notified, 11 more than 
in the previous week. 


Cerebrospinal Fever 


An increase of 18 cases occurred in the notifications of 
cerebrospinal fever in England and Wales, after the sharp fall 
in the incidence during the preceding week. In Cheshire the 
cases rose from 12 to 20, and in Lancashire from 42 to 52. In 
the former the cases were scattered throughout the county, but 
in the latter the increase was contributed by Liverpool C.B., 
where the figures rose from 7 to 18. In Scotland 55 cases were 
reported, a decrease of 10. Glasgow, with 15 cases, had one- 
quarter of the total incidence. 


Diphtheria 


The notifications of diphtheria during the week in England 
and Wales were 926—GS above the total for the previous week. 
Lancaster and Staffordshire had the largest increases. The 
figures rose from 129 to 204 in Lancaster, and, as with scarlet 
fever, the disease was widespread; no district had a heavy 
attack. The relatively large increase in the notifications of 
Staffordshire, from 25 to 67, marked the highest level reached 
this year in that county. The increase was due to an outbreak 
in Seisdon R.D., where 38 cases were recorded during the week, 
the first occurring in this area for three months. In Scotland 
notifications amounted to 191, an increase of 20. The increase 
was fairly general throughout the country. 


Measles 


The number of cases of measles notified in England and 
Wales was 11,909, a decrease of 84 compared with the preceding 
week, Several counties have recorded an increasing prevalence 
during the past three weeks. Probably the most noteworthy 
are those of the rural districts of Norfolk, Suffolk, and Sussex. 
The number notified during the last three weeks in East 
Sussex, Uckfield R.D., was 48, 79, and 175; and in West 
Sussex, Chanctonbury R.D., 8, 13, and 60. <A considerable 
increase in the notifications of measles in Scotland, from 96 to 
151, was reported following the large decrease recorded in the 
preceding week. The experience of Glasgow was mainly respon- 
sible for the increased number. 


Whooping-cough 


The number of cases of whooping-cough in England and 
Wales has been remarkably constant during the past three 
weeks, the notifications being 4,088, 4,081, and 4,086. The 
totals recorded for the counties have shown some fairly sharp 
variations. Notifications in Warwickshire have been halved in 
this period, due mainly to the experience of Birmingham C.B., 
where the figure has fallen from 136 to 67. No consistent 
increase has beén recorded for any county. A rise of 39 was 
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reported from Scotland, where Glasgow dominates the returns, 
accounting for 415 ot the 521 cases. The highest increase was 
shown by Dundee from 9 to 27. 


Typhus Fever 


Following the outbreak of typhus fever in the Carrowmere 
district of West Clare, Eire, 10 actual cases and 54 contacts 
have been removed to the isolation hospital. Two patients 
have died. The outbreak is centred round about a dozen 
houses, and it has been proposed that these hovels should be 
burned down. 


Medical News 


Dr. Karl Landsteiner, of the Rockefeller Institute for 
Medical Research, New York, famous for his work on blood 
grouping and the specificity of serological reactions, has been 
elected a Foreign Member of the Royal Society. 


A general meeting of the Medical Society for the Study of 
Venereal Diseases will be held at 11, Chandos Street, W., on 
Tuesday, June 24, at 2.30 p.m., when Dr. I. N. Orpwood Price 
will give an address on ‘‘ The necessity of the clinician making 
the best use of laboratory facilities in the diagnosis of venereal 
diseases and simple methods of doing so.”’ 


A Chadwick Public Lecture on ‘‘ The Interrelation of Man 
and Fungus in Health and Disease ’’ will be delivered by 
Mr. J. Ramsbottom, D.Sc., at the Chelsea Physic Garden, 
Swan Walk, S.W., on Thursday, June 19, at 4 p.m. 


The Long Fox Memoria] Lecture will be delivered by Dr. 
H. H. Carleton, F.R.C.P., at 8.30 p.m., on Tuesday, June 24, 
in the Wills Physics Theatre, Bristol] University. Subject: 
** The Methods of Science.”’ 


A lecture entitled ‘‘ The Nature of the Self ’’ will be delivered 
before the British Institute of Philosophy by Prof. H. H. Price 
of New College, Oxford, at University Hall, 14, Gordon Square, 
London, on Friday, June 20, at 5 p.m. Tickets can be obtained 
on application to the Director of Studies at 14, Gordon Square, 


Two papers on Navy and Air Force Welfare will be read 
at the Royal Society of Arts, John Adam Street, Adelphi, 
W.C., on Wednesday, June 18, at 2.30 p.m., by Captain 
R. W. Blacklock, R.N., Personal Services Department, 
Admiralty, and Group Captain F. C. Halahan, Personal Ser- 
vices Department, Air Ministry. 


Until further notice the House and Library of the Royal 
Society of Medicine will open at 9.30 a.m. and close at 
6.30 p.m. 


The June number of the Proceedings of the Royal Society of 
Medicine will contain in the Section of Medicine a discussion 
on ‘‘ The Nature and Treatment of the Effort Syndrome ’’ by 
Dr. H. J. Starling, Dr. Paul Wood, and Dr, Maxwell Jones, 
and in the Section of Psychiatry a paper by Dr. Aubrey 
Lewis on ‘‘ Psychiatric Aspects of Effort Syndrome.’’ These 
two reports will be issued as a combined reprint at Is. a copy, 
post free. Early application should be made to the Editorial 
Office, 1, Wimpole Street, W.1. 


The issues of the Schweizerische Medizinische Wochenschrift 
for March 15 and 22 are dedicated to Dr. W. R. Hess, pro- 
fessor of physiology at Zurich, on the occasion of his sixtieth 
birthday. 


The Ministry of Food, on the advice of its Food Rationing 
(Special Diets) -Advisory Committee, has decided that extra 
supplies of cheese will not be available to diabetics. It is held 
that the two extra meat and two extra butter or margarine 
rations instead of sugar make an adequate diet possible for 
all cases of diabetes. 


It has been publicly announced that the ‘‘ fortified ’’ white 
loaf—bread reinforced with vitamin B, and calcium—will not 
be on sale for some time to come. A technical breakdown in 
the manufacture of vitamin B, has delayed distribution. 


Dr. John O’Hara, medical practitioner, Stanhope, has 
received an expression of commendation for brave conduct in 
rendering services on the occasion of a serious lorry accident. 

Dr. E. Ellan has been appointed an Honorary Sheriff-Substi- 
tute at Elgin of the Sheriffdom of Elgin, Nairn, and Inverness. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to Tue EDITOR, British Mepicat JouRNAL, 
Hlouse, TavistocK SQUAKE, W.C.1. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS, 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary, 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 

TELEGRAPHIC ApprEssrs: EDITOR, Aitiology Westcent, London 
SECRETARY, Medisecra Westcent, London. 


B.M.A. ScorrisH Orrice : 7, Drumsheugh Gardens, Edinburgh, 


QUERIES AND ANSWERS 


Post-herpetic Neuralgia 


Dr. C. S. SHEAHAN (Doncaster) writes: I was interested in the note 
on this subject (June 7, p. 876), for recently I have had two 


cases of severe neuralgia following herpes zoster. One patient, |. 


a man of 60, had a large crop of cervical herpes. He was left 
with severe neuralgia for five months. I gave him the usual 
analgesics, tonics, and vitamin concentrates, eventually resorting 
to electrotherapeutics, which, though affording temporary relief, 
tended to aggregate the condition. Whether or not the injection 
of pituitrin 0.5 c.cm. b.i.d. during the attack diminishes the 
possibility of post-herpetic neuralgia I don’t know, but think 
it is worthy of trial for this troublesome condition. 


Income Tax 
Depreciation of Leasehold, etc. 


D.R.’’ inquires what deduction should be made for depreciation 
of a 34-year lease or on the value of a practice. 


* * No allowance is due as depreciation is allowable only in 


* respect of ‘‘ plant and machinery.’’ The “ loss’’ referred 
to in Sec. 34 of the Income Tax Act, 1918, is a general loss on 
the business or practice, i.e., the amount by which the gross 
earnings are less than the allowable expenses. 


LETTERS, NOTES, ETC. 
Deferment of Call-up of Dispensers 


Mr. HuGu M. LinsrEap (Secretary, Central Pharmaceutical War 


Committee) writes: Men whose age for the purpose of military 
service is under 35, and who were classified as dispensers when 
they registered under the National Service (Armed Forces) Acts, 
may, in exceptional circumstances, secure deferment of call-up. 
By arrangement with the Ministry of Health and the Ministry 
of Labour such applications will be considered by the Central 
Pharmaceutical War Committee. They should be addressed to 
the Secretary, the Ministry of Health, Division 1, B, Whitehall, 
London, S.W.1, so that they are received not later than July 1, 
1941. 

Maternal Expectancy 


Dr. J. R. BENTLEY writes: In view of recent remarks in the British | 


Medical Journal on certification, the following true episode may 
add to the lighter side of the discussion. Scene—The office of the 
Medical Officer of Health in a Rural Area. Time—10.15, on the 
day after the ‘‘ couponization”’ of clothing came into force. 
Very Expectant Mother—‘1 want a certificate to buy material 
for diapers for my baby due next month.” 


Rapid Identification of Cl. welchii: Corrigenda 


In Miss Nancy J. Hayward’s paper on the rapid identification of 


Cl. welchii by the Nagler reaction (Journal, May 31) four serious 
errors occur, due to the loss of the author’s corrected proofs ia 
a recent air raid. These errors are: (1) page 812, under the heading 
Modified Brewer's Medium, ‘agar and 0.01% sodium 
thioglycollate,” which should read “agar and 0.1% sodium 
thioglycollate ’’; (2) page 812, Table II, column 6, ‘ F + T, Aer,” 


which should read F + A, Aer’; (3) page 812, subscript t § 


Table II, ‘‘ T = 0.01% sodium thioglycollate,”” which should read 
“T = 0.1% sodium thioglycollate ’’; and (4) page 814, line 2% 
“the finding of Cook,” which should read “ the finding of Crook. 


Dr. J. D. Rotteston (London, W.8) writes: I regret that the” 


“slight error”? in connection with the date of the Internati 
Congress of the History of Medicine held in London was wro 
attributed by me (Journal, June 7, p. 874) to you instead of to the 
Lancet in its issue of May 31, p. 703. iio? 
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